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Bone puncture, both as an accurate diagnosis of 
blood diseases and as an aid to the study of their 
aetiology, though only of recent use is being recog- 
nized as a very essential clinical procedure. Sternal 
puncture being simple, almost painless and free from 
danger is the ideal clinical procedure for this work. 


Chedini (1908) trephined and scraped the tibia 
Mor examining bone marrow, while Donovan (1909) 
Bexamined the flat bones. Arinkin (1929) modified 
Safor hematological work Pianese’s (1903) method of 
examination of bone marrow by aspiration of its 
contents. Peabody (1927) used marrow biopsy for 
ithe study of pernicious anemia for the first time in 
America. Young and Osgood (1935) and Vogel, Erf 
and Rosenthal (1937) have done detailed studies on 
the subject in England. 


Though sternal biopsy with the trephine is to be 
considered superior and preferable to sternal puncture 
because it allows study of the histological sections of 
the marrow as well as of smears, that sternal puncture 
smears are almost identical with those made from 
trephined marrow and the distribution of cells in the 
smears correspond closely with that of the sections is 
evident from the works of Hynes (1939) and Vogel 
ft al (1937). Further, Segerdahl (1935) showed that 
repeated sternal punctures on the same case are con- 
sistent while the studies of Nordensen (1935) and 
WeVogel (1937) indicated that sternal marrow is repre- 
pentative of the marrow throughout the body except 
in such patchy and progressive lesions as myelosclerosis. 


The diagnostic value of sternal puncture for 
inzemias and leukemias was shown by Zanaty (1937), 
Bor lymphatic leukemia by Israel (1939) and for 
@eukemia and such conditions as pernicious anemia, 


achrestic anemia and pernicious anemias of pregnancy 
by Wilkinson and Israel (1940). Weil and Perles 
1938) have described in detail the diagnostic value 
im sternal puncture in their book which is an indis- 
fensable guide to the interpretation of bone marrow 
ftology and for establishing a normal “myelogramme”. 


In India sternal has only been done by 
(1938) and by Reddy (1939). in kala-azar 


cases.* It was therefore thought necessary to conduct 
more work in this subject particularly since we cannot 
always depend on European and American standards 
as these often do not coincide with ours. The present 
article deals with the examination of bone marrow 
from sternal puncture in healthy individuals while that 
relating to diseased individuals will be taken up in a 
subsequent communication. 


TECHNIQUE ; 
Fifty normal individuals as judged by appearatice, 
their physical examination and normal peripheral blood 


puncture have been utilized for the study. The group 


includes labourers, middle class men and students 
including eight medical students. The ages varied 
from 10 to 50 years. 

Salah’s sternal puncture needle being not avail- 
able, the lumbar puncture needle was used. The area 
was first anesthetised by infiltration with about 1 c.c. 
of 2 per cent novocaine. After five minutes the actual 
puncture was made and about 1 c.c. of the marrow 
sinusoidal blood was aspirated, the syringe and the 
needle were withdrawn and the puncture sealed with 
collodion. The syringe was inverted several times to 
mix the contents thoroughly and then small drops 
placed on four clean slides and smears made. The 


*In this connection, we would point out the followi 
Addendum, published in the Am. J. M. Sc., 191 "505, 
1936: “In regard to a reference in Dr. Dameshek’s article (Am. - 
J. M. Sc., 190 :617, 1935) to Seyfarth’s introduction of sternal 
puncture, Dr. D. N. Banerjee of Calcutta, writes.us: ‘The 
value of puncture of the sternum in the diagnosis of kala-azar 
was announced by me prior to Seyfarth as long ago as 
April, 1922 (sic) in the Calcutta M. J., 16:400, 1922 and 
abstracted by C. Wenyon in the Tropical Dis. 
Bull., 20:97, 1923. The abstract runs thus: Banerjee 
(Dhirendra Nath) an Announcement. A preliminary note on 
the Diagnosis of Kala-azar b, Examination of Bone-marrow— 
reprinted from Calcutta Medical Journal (Vol. 16, No. 10, p. 400, 
1922). The author announces what he regards as a simple and 
safe method of examining for leishmania in cases of suspected 
kala-azar by obtaining marrow from the sternum. The anterior 
plate of the gladiolar portion of the sternum is opened by means 
of a Southey’s trochar and material obtained from within the 
bone by nfeans of a hypodermic syringe. He has obtained para- 
sites from all the cases of kala-azar he has examined. A full 
report of his investigations will be published later—C.M.W.’” 
Dr. Dameshek has made the following comment: “Seyfarth 
in his original communication (Deutsch. med. Wchnschr., 49: 
180, 1923) states that he was led to use the sternal biopsy while 
working at a hospital for tropical diseases situated on the 
Aegean He was there in 1916 and 1917 and found the 
method of value in the diagnosis of malaria and kala-azar, since 
splenic puncture was often a dangerous method... . If 
Banerjee’s statement is correct, it some notice in the 
accessible medical literature.”—Ep., J. Indian M. A. 
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rest of the fluid was put into an oxalated tube, potas- 


TIAGI 


sium and ammonium oxalates (0-08 c.c. of potassium 
and 0-12 c.c. of ammonium oxalates of 1 per cent 
solutions for 1 c.c. of blood) being used to prevent’ 


congulation. The tube was dried in hot air sterilizer. 
The smears were’stained with Lieshman’s:stain. 


The oxalated specimen was examined for :— 

(a) Enumeration of total nucleated cells, fol- 
lowing the method detailed by Beck (1938). , 

(b) Estimation of hemoglobin using the Helli 
normal hemometer as described by Beck (1938). 
Hellige 100 per cent 13-75 gm. per 100 cc. 

(c) Enumeration of red cells using the new 

_ improved bright line Neubauer counting chamber and 
the technique of Beck (1938). 

(d) Estimation of reticulocyte percentage by «he 
method of Osgood and Wilhelm (1940) as modified 
by Napier (1940). ; 

(e) Estimation of packed cell volume by Beck’s 
technique (1938) using hemometer tube with an 
electric centrifuge of 25000-30000 revolutions per 
minute. The result is expressed in percentages. 

Accurate differential count of the different 
nucleated cells was made by counting five hundred or 
more nucleated cells from different parts of well- 
stained smears and several smears were used to show 
for an uneven distribution of various cell types. 
Identification of different cells was made by reference 
to Napier’s tables (1938). Size of the primitive 
differentiated cells was measured with the micrometer, 
the average diameters are given in the table. Figs 1-8 
are reproduced from photomicrographs of the red and 
white blood cells in marrow smears. 


OBSERVATIONS 

The results statistically computed are given in 
Tables IA and IB. The cell types are shown in 
Figs. 1-7. 

~ 1, Hemoglobin in gm. per 100 c.c. blood. There 
is a deficiency of 0-6 gm. in the haemoglobin content 
of the sinusoidal blood. It varied from 12-51 to 15-9 
with the mean 14-35 and S.D. 0-9575. 

2. Red cells in millions per c.mm. blood: The 
sinusoidal blood is deficient by 0-468 million per c.mm. 
It ranged from 4-05 to 5-98, with a mean of 4-61 and 
S.D. 0-4722, 

3. Reticulocytes percentage of red cells: High 
in the sinusoidal blood but the increase is not ap- 
preciable. It ranged from 0-2 to 2-0 with the mean 
0-79 and S.D.'0-33. . 

4. Total nucleated cells per c.mm.: This varied 
from 17600-112780 with a mean of 47700 per c.mm. 
and S.D. 19900. The count varied a, great deal mm 
different punctures of the same person and in the 
successive portions of the same specimen. The marrow 
cells readily adhere to one another and to the sides of 
the syringe and the test tube if the blood is not 
thoroughly mixed with the coagulant. This estimation 
should ‘therefore be made immediately. 

_ 5. Volume of packed cells: This varied from 
42 to 59 per cent with the mean of 48-46 per cent 
and S.D, 5-28. The sinusoidal blood was richer in 


» well differentiated cells. 


2 


“in Figs. 1-7. 
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6. Differential nucleated cell count: These 
results are given in Table IB and the cell types shown 
The terminology of the cells is based 
on’that of Whitby and Britton (1937). About 10 per 
cent of the cells are difficult to be classified along with 
The Fudge and smear cells 
are not taken into consideration in differential count 
when establishment a myelogramme. 


A. Red cells: These form 19-34 per cent of 
the total nucleated cells and include the following types 
of cells. The counts are given in Table IB. 

1. Megaloblast (Fig. 1): Range is from 
0 to 3 per cent with a méan of 0-61 per cent 
and S.D. 0:6145. 

2. -Erythroblast (Fig. 2): Some workers 
have classified these cells as early and late 
erythroblast but here the latter are separated 
into the distinct group macroblast. They vary 
from 0 to 5 per cent with the mean of 1-63 per 
cent and S.D. 1-0040. Size 12-8 un. 

3. Macroblast (Fig. 3): “These vary from 
1 to 11 per cent with the mean of 4-76 per cent 
and S.D. 2-4183. Size 7 to 14 « 

4. Normoblast (Fig. 3): Range from 
4 to 20 per cent with the mean of 12-34 per 
cent and S.D. 2-2758. Size 10 to 12 u. 


B. White cells series: These formed on an 
average 80 per cent of the total nucleated cells and 
consisted of about 61-42 per cent of cells of granular 
series and 10-12 per cent of non-granular series. _ 


The granular series consisted of: 

1. Myeloblast (Fig. 4):, Range from 
0-0 to 5-0 per cent with a mean of 0-58 per 
cent and S.D. 0-9558. Size 14-5 to 19-5 u. 

2. Premyelocyte (Fig. 5): Range from 
0-0 to 2-0 per cent with a mean of 0-60 and 
S.D. 0-4204. Size 14-5 to 20-0 «, There is 
no differentiation of these cells into neutrophils, 
eosinophils and basophils. 

; 3. Myelocyte: Size 14-5 to 19-0 « 
According to the colour of the granules these are 
classified as neutrophils, eosinophils and baso- 

’ phils. The neutrophils varied from 0-2 to 2:0 
per cent with the mean of 0-88 per cent and 
S.D. 0-3180 and basophils varied from 0-0 to 
0-5 per cent with the mean 0-02 per cent and 
S.D. 0-1939 (Table IB). 

_4. _Metamyelocytes (Fig. Thes 
varied from 0-0 to 13-5 per.cent with the meaa_ 

_ .Non-segmented polymorphs (Figs. 6 
and 7): These varied from 18 to 55 piaeh 
with the mean 33-64 per cent and S.D. 8-5669. 
6. Segmented polymorphs (Fig. . 8): 
These varied from 6 to 30 per cent with the 

. mean 17-48 per cent and S.D. 5-0645. 


The non-granular series consisted of: 
1. Lymphocytes: Varied from 5 to 39 pet 
‘cent with the mean 18-12 per>cent and S.D. 
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2. Monocytes: Typical monocytes varied 


from 0 to 5 per cent with the mean 0-88 per 


cent and S.D. 


1-0514. No primitive monocytes 


are found. 


0 to 1 per cent with the mean 0-12 per cent 
and S.D. 0-6499. Size 14 


3. Plasma cells (Fig. 8): Varied from 
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4. Megakaryocyte (Fig. 7): These were 
usually found at the edge of the smears. Size 
upto 53. These are not included in the 
differential nucleated cell count. 


C. Myeloid/Nucleated Red Cell Ratio: This 


varied from 1-62 to 8-3 per cent with the mean 
3-92 per cent and S.D. 1-6620 (Table IA). 


Taste [A—SHowinc Normat Bone Marrow StAnpArp (AUTHOR) 


No. 


Items 


Hemoglobin in gm. per 100 c.c. 
Peripheral blood 
Sinusoidal blood 


Red cell per c.mm in millions 
Peripheral blood 
Sinusoidal blood 


Reticulocytes per cent of red cll 
Peripheral blood 
Sinusoidal blood 


Volume of packed cells 
Peripheral blood Se 
Sinusoidal blood 
Total nucleated cells per c.mm. 
Percentage of nucleated red cells in the total nbiibilens 
cells 
Percentage of in the total cells 
Percentage of granulocytes in the total nucleated cells .. 
Percentage of in the total nucleated 
red cell sata. .. 


Standard 
deviation 


0-9048 
0-9575 


Range Mean 


13-40—16-50 
12-513—15-950 


0-3635 
0-4722 


0-2948 
0-3333 


3-60 
4-28 
19900 


3-0228 


Taste IB—SHowinc Normat Bone Marrow Cytorocy 


(AuTHor) 


Items 


A. Nucleated red cells 
Megaloblast 
Erythroblast 
Macroblast 
Normoblast 4 


B. White cell series 
Myeloblast 
Premyelocyte 


I. Granular Series 
Myelocyte 
Nettrophil 
Eosinophil 
Basophil 
Metamyelocytes , 
Non-segmented Polymorphs 
Segmented Polymorphs 
Eosinophil (Mature) 
Basophil (Mature) 
II. Non-granular series 
Lymphocytes 
Monocytes 
Plasma cells 


SAKRSSSS 


Range 


coo 


NS 


Mean 


| 
Se 


on 


2. 
3. | 
4. 
38-56 44-26 
42-59 48-46 
5. 17600—112780 47700 
6. 1 
6—30 19-34 
80-68 — 
8. 54-81 61-54 8-6396 
9. 
5—45 19-12 1-6454 
10. 1-62—8-3 3-92 1-6620 
Standard 
“deviation 
0—3-0 0-6145 
1-0040 
2-4183 
2-2758 
0-4204 
0 0-4633 
‘01 0-3180 
5 0-1939 
3-6691 
-0 8-5660 
0 5-0645 
0 1-5472 
10 0-88 1-0514 
0-12 0-6499 
— 3 — 
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TaBLE 2—SHOWING THE NorMAL Bonz Marrow Cytotocy AccorDING To DirFERENT OBSERVERS 
Schilling & Arinkin Holmes & Tempka and 
Cells. Benslar (1929) Brown Brown 
(1915) Average (1933) (1932) 
Average Range 
Erythroblast & Normoblast .. 37-45 12-7 6:9 13-3—16-6 
Myeloblast 1-7 2:4 4:6—7-0 
Pre-myelocyte 1-9 3-7—6°8 
Myelocyte 
Neutrophil 17-39 6°55 7-0 12-7—13-3 
Eosinophil 0-65 1-5—2:7 
Basophil 0-0—0-3 
Neutrophil 
Young 18-98 2-4 6-7 14-3—16-2 
Band 0-11 14-0 17-0—22°5 
Segmented 4-85 48-0 17-4 16-2—20-3 
Eosinophil 2-91 2-31 1-0 1-5—7°2 
Basophil 0-35 0-3. 0-2—0-7 
Lymphocyte i 11-9 24-9 2-6—3°3 
Monocy 18-96 5°7 9-0 0-5—0-8 
Plasma cell 0-6 0-3—1°6 
Disintegrating cells 3-35 2-2—4-0 
Reticulocyte percentage 
of red cells ig 0-8—1-4 0-8 
Myeloid/Erythroblastic 
ratio .. ue 7:7 to 4-17:1 4-86:1-0 5°83 :1 to 5-39:1 
Young & Osgood Segerdahl Voge Erf & Napier & Author's 
Cells (1935) (1935) Rosenthal Sen Gupta series 
Range (1937) (1938) Average 
Megaloblast 0-0—4-2 0-7 0-61 
Erythroblast & Normoblast 5-4—20-0 12-88 22: 25-0 18-73 
Myeloblast ee 0-0—1-2 1-32 1:6 1-2 0-58 
Pre-myelocyte 0:0—7°8 1-35 0-1 0:7 0-60 
Myelocyte 
Neutrophil 0-0—2-6 15-00 21-5 4-4 0-88 
Eosinophil 0-0—0-4 1-37 2-1 1-3 0-88 
Neutrophil 
oung 1-8—9-8 15-69 9-7 5-60 
Band 15-8—33-0 10-48 30-2 33-64 
Segmented 7:4—25-2 20-86 34-0 16-8 17-48 
Eosinophil . 0-0—4-6 1-44 0°77 4:7 1-80 
Basophil = 0-0—0-8 0-14 1-33 0-2 0-50 
Lymphocyte 4-8—16:0 16°71, 8-6 6°25 18-12 
Monocyte 0-0—4-2 2°27 3-0 1-05 
Plasma cell 0-0—1-0 0°39 0-6 0-65 
Magakaryocyte 0-0—0:2 0-029 0-2 
Disintegrating cells 12-8—31-8 0-031 a 
Reticulocyte percentage 
of red cells a 1-2—5-4 0-25 0°75 0-80 
Myeloid/Erythroblastic 8-29 :1 to 8-3:1to 
ratio 2-00:1 2-97 :1 1-62:1 
Discussion cation of the cellularity of the marrow. The count 
The largest single series of normals is that of ‘epends also, however on the amount of blood mixed 
Segerdahl (1935) who performed sternal puncture on With the fluid, the first drop of fluid has a very good 
52 young men, 40 young women, nine old men, and ™atrow content, whereas if several c.cm. are with- 
nine old women. There is no great difference ‘rawn, the later portions may contain hardly any 
between any of these groups. Unfortunately Seger- ™arrow. It is therefore important to withdraw a 


dahl’s classification of the cells differs considerably 
from that used here particularly as regards myelocytes 
and metamyelocytes and it is therefore not to 
make use of her very complete statistical analysis. 
There does not appear, however, to be any gross 
discrepancy between her figures and the normal range 
suggested in the present series. 

The number of leucocytes and nucleated red cells 
counted together in the marrow fluid is a rough indi- 


small and constant volume of the fluid. If much blood 
is withdrawn, the total cell count is low and the per- 
centage of segmented polymorphs and lymphocytes is 
unduly high, the ete ge = of other cells being pro- 
portionately decreased. Such findings suggest the 
need to repeat the puncture. In this series the toial 
cell count ranged between 17600 and 112780 per c.mm. 


‘with a mean of 47700 and S.D. 19900. Segerdahl’s 


(1935) range was much larger, from 10600 to 238200 
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per cmm. with a mean of 75000, and S.D. 38400 per 
c.mm. and Zanaty’s (1937) range was very similar. 
Napier’s (1938) range was 25500 to 80000 in first 
series of ten perfectly normal individuals while in 
second series of filaria cases it was from 47000 to 
175000 which is slightly higher. A total cell count 
below 20000 c.mm. strongly suggests a hypoplastic 
marrow, the one which is above indicates hyperplasia. 


Segerdahl found no significant difference in the 
marrow cell count according to age and sex. B 
histological studies however Custer and Ahlfedt (1932) 
found the proportion of red marrow in the sternum 
to decline fairly evenly from 100 per cent at one year 
to 44 per cent at seventy years of age. In this series 
it was noticed that there is diminution in the cellular 
contents of the marrow as age advances but the 
number of cases examined in fourth and fifth decade 
was not sufficient to finally warrant any conclusion. 
In analysing sternal puncture counts most workers 
have taken the proportion of granulocytes to erythro- 
blastic cells as an important figure, as it is convenient 
to express. This is often termed the myeloid/erythroid 
ratio. This myeloid/erythroid or erythroblastic ratio 
indicates whether the granulocytes or red cells are 
most effected by a pathological process and in what 
relative degree. In this series the myeloid/erythro- 
blastic ratio lay between 1-62 and 8-3:1 with a mean 
of 3-92:1. Young and Osgood (1935) range was 
2-0 to 8-3:1. 

Pontoni (1936) has suggested that a more 
accurate indication of the relation between granulo- 
poietic and erythropoietic activity might be given by 
the ratio between the percentage of erythroblastic 
cells and that of the immature cells of the granulocyte 
series from myelobiast to young form neutrophil 
inclusive. This he has called the leuko-erythrogenetic 
ratio. The mean normal from present series is 2-1 
and that of Scott’s (1939) was 1-97. 


Two other methods of analysis are sometimes used 
in the estimation of the myeloid and erythroblast 
maturity dispersions. These are expressed by Stating 
the percentage proportions of myeloblasts, premyelo- 
cytes, neutrophil myelocytes, and metamyelocytes, 
taking the sum of the percentage of these cells in the 
total count as 100. In the erythroblast~ series the 
percentage of the total neucleated red cells represented 
separately by megaloblast, erythroblast, macroblast and 
normoblast express the maturity dispersion. These 
figures provide a means of assessing the degree of 
shift in the maturity of the granulopoietic and erythro- 
poietic cells. The mean normal values calculated from 
present series are myeloblast 6-8 per cent, premyelo- 
cyte 7-1 per cent, myelocyte 20-2 per cent, meta- 
myelocyte 65-9 per cent; megaloblast 3-1 per cent, 
erythroblast 8-4 per cent and macroblast and normo- 
blast together 88-5 per cent respectively. These 
figures agree with those obtained from sternal puncture 
by Pontoni (1936) and Scott (1939), and with those 
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obtained from sternal trephine material by Escudero 
and Varela (1932). 

The leucoblastic cells represent a greater propor- 
tion of the marrow cells than erythroblastic cells, on 
an average about 4 times (Table I) though peri- 
pherally the red calls are on an average 700 times 
more than, the white cells which can be explained by 
the longevity of red cells and a short life of myeloid 
series of cells. 

The normal bone cytology according to different 
observers is given in Table II. This shows that 
the author’s results are in general agreement with 
those of the earlier observers and particularly Seger- 
dahl, who used a mixed series of 110 normal individuals. 
The myeloid erythroblastic ratio also does not differ 
very much from that established by her. 


SUMMARY 


An investigation is made of the bone marrow 
from sternal puncture in a mixed series of fifty healthy 
individuals including labourers, middle class men and 
students whose ages varied from 10 to 50 years, Tue 
results are statistically analysed. 


The normal bone standard (Table IA) and normal 
bone marrow cytology (Table IB) have been worked 
out. A critical comparison has been made of the 
author’s findings with those of previous workers 
(Table II). The results while differing in minor 
points show a general agreement with those of the 
earlier workers. 
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INTESTINAL HELMINTHIASIS 


D. N. DEBSARMA, m.z., 
Koilamari Tea Estate Hospital, Lakhimpur, Assam 


During my practice for a number of years at 
different places of Assam I have come across a good 
number of cases of intestinal helminthiasis. which is 
one of the common diseases in this country, and most 
of my patients were children, and their ages roughly 
ranged from 1 to 10 years. Majority of these little 
patients belonged to the poorer classes of people such 
as the tea-garden labourers. It goes without saying that 
the laws of sanitation and health are still in infancy 
amongst these poor people, their habits with regard 
to repast as well as to the disposal of night-soil are 
generally filthy. High incidence of the disease among 
the children is obviously due to utter lack of sanitary 
laws. ; 

Cases of round-worms, thread-worms, hook worms 
and tape-worm are usually found in.this part of the 
country. These loathsome creatures give rise to 
various manifestations in different systems of the 
human body, and these manifestations are often mis- 
leading and dangerous. Perforation of the bowel by 
the round-worms and their migration to the gall-bladder, 
eustachian tube etc. are not very rare events (Savill). 
In this short communication an attempt will be made 
to show the importance of the worms as a cause of 
morbidity and mortality in our country, specially 
among the children; the features which have been 
frequently observed to be associated with the worm 
infections will be pointed out. Most of these features 
were present in my cases. The points have been 
briefly dealt with below under several headings: 


DIGESTIVE SYSTEM 


A ppetite—Intestinal worms cause a capricious and 
sometimes ravenous appetite, in spite of which the 
victims (usually children) become’ thin and sallow 
(Savill). Unnatural desire to eat objects such as earth, 
kerosene oil etc., is a well-known feature in ankylos- 
tomiasis. Voracity. in children with. ‘pot-bellies’ is 
usually a character of worm infections. : 

Anorexia—Severe anorexia may occur in some 
cases due to the toxemia caused by some unknown 
toxins generated by the worms and may lead even to 
fatal terminations in certain cases. A notable instance 
in experience of the author (1943) was that of a 
little lass of about five. who apparently died of an 
intractable anorexia after her protracted illness due to 
worms. 

Dyspepsia—Various digestive disorders _ like 
dyspepsia are caused by these parasites. They also 
interfere with the absorption of food and thus exert 
a very sinister influence on nutrition specially in 
children. Indigestion has been found to be a very 
common disorder among the children infested with 
worms. 

Diarrhea—Periodic attacks of diarrhoea may be 
_ caused by some intestinal worms. Acute diarrhoea 
often caused by the ascaris may simulate even cholera 
and thus may mislead the clinician (Debsarma, 1943). 
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Dysenteric symptoms—Worms may sometimes 


produce also dysenteric symptoms. These are due to 
irritation and ulceration of the intestines caused by 
the parasites (Majumdar, 1938). These dysentery- 
like symptoms were seen to have disappeared after 
anthelmintic treatment in several cases and can be 
distinguished from true dysenteries by microscopic 
examinations of stools in doubtful cases. 

Hemorrhage per anum—lIntestinal hemorrhage 
in small quantities may take place in helminthic 
infestations. The ankylostomum duodenale is a frequent 
cause of melzna (Savill, loc. cit.) The worms may 
also give rise to profuse bleeding per anum when 
they complicate some other diseases like typhoid fever. 

Colic—Intestinal colic due to spasm of the bowels 
and mechanical pressure caused by masses of round- 
worms has been found to be a common occurrence both 
in children and adults who harbour these parasites in 
enormous numbers. 


Intestinal obstruction—Masses of round-worms 
knotted together may cause intestinal obstruction and 
is indeed a very serious condition. Some amount of 
obstruction in the bowels by the knots of worms is 
quite possible in some cases. 

Hepatic disorders—Various hepatic derangements 
like cholangitis and fatty degeneration (Rogers & 
Megaw, 1935) may occur in long standing cases of 
worm infections. The intestinal toxins secreted by 
the worms are probably responsible for these abnor- 
malities. Many authorities hold that the worms 
produce their effects on the human system chiefly 
through the action of these toxins. In some instances 
the parasites themselves may produce some disorders 
during their passage through the organ. 

Salivation—This is quite well-known to the 
physician. It is perhaps a reflex hypersection of 
saliva due to some gastric irritation. 

V omiting—Often times it occurs after a vermifuge 
which disturbs the worms and kills few of them and 
sets disintegrating them which produces a toxic con- 
dition® giving rise to vomiting (Rajaram, 1944). 
Probably the toxins in the blood act directly on the 
vomiting centre in the medulla in such cases. Intense 
vomiting due to worms may be mistaken for that of 
pregnancy toxemia in certain cases. Wandering of 
the worms to the stomach may also cause nausea and 
vomiting. 


RESPIRATORY SYSTEM 


Broncho-pneumonia—The larve of the ascaris 
passing through the lungs may cause it (Majumdar, 
loc. cit.) Some other worms like the ankylostomes 
also pass through the lungs and may cause pulmonary 
disorders of varying degree. The worms probably 
play some part in the causation of chronic -bronchitis 
too. Respiratory catarrh is a common feature asso- 
ciated with prevalence of ascaris infection in children. 

Asthma—Helminthiasis is often associated with 
asthma (Majumdar, loc. cit.). Paroxysms of asthma 
are sometimes seen in children with worm infestations. 
The worms may secrete some protein which may be 
responsible for the condition. 
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Hemoptysis—The ascaris may enter into the 
lungs and cause hemoptysis (Majumdar, loc. cit.). 
But the worms should never be made solely respon- 
sible for the condition if all other possible causes of 
hemoptysis are carefully ruled out. 

Suffocation—This is also not impossible if by 
chance the round-worms wander into the rima glottidis. 


CIRCULATORY SYSTEM 


Anemia—Anemia leading to debility and dropsy 
in some cases is a prominent symptom in chronic 
helminthiasis especially in ankylostomiasis. The pos- 
sibility of a helminthic infection must be borne in 
mind in obscure cases of anemia (Savill, loc. cit.). 
Ingestion of blood by the worms, oozing of blood from 
the minute wound produced by them and hemolysis 
are the probable causes of the anemia. Some autho- 
rities regard this anemia as being mainly due to a 
hemolytic agent generated by the worms. Also 
malnutrition plays some part in the causation of the 
disease at least in some cases. The hemoglobin per- 
centage in such cases is usually very low, it may fall 
to 20 per cent or even less than that. During recent 
years I have come across a good number of anemic 
patients, most of them responded well to ‘iron and 
liver therapy after anthelmintic treatment. 

Cardiac disorders—According to Rogers and 
Megaw (loc. cit.) in fatal cases of hook worm disease 
the heart is dilated and may be hypertrophied and 
syncope from cardiac dilatation is a most common 
complication. Attacks of paroxysmal nocturnal 
dyspnoea (cardiac asthma) are also not impossible in 
advanced cases of ankylostomiasis as both cardiac and 
renal derangements may occur in such cases. 

Eosinophilia—This occurs in worm infestations 
and is associated with a corresponding diminution of 
the proportion of the polymorphonuclears (Roger 


and Megaw, loc. cit.). 
Genito-Urrnary SYSTEM 

Disturbed micturition—Frequent micturition and 
enuresis are said to be associated with intestinal 
worms. These are probably the results of reflex 
nervous irritation. Enuresis in children is a trouble- 
some condition often met with in practice. 

Vulvitis and pruritus ani—Thread-worms often 
migrate to the vulva and anus and give rise to these 
conditions specially in small children. The infants get 
infected with these worms usually when they begin to 
eat a mixed diet. .. 


MANIFESTATIONS 
Water-sore (ground itch), boils etc—These are 
due to the infiltration of the larve of hook worms into 
the skin (Rogers and Megaw, loc. cit.). Some autho- 
rities like Savill say that urticaria is also caused by 
the worms. During the rains tea estate labourers 


frequently come to hospital for treatment of these 
troubles. 

Leucoderma (vitiligo)—This also has been ob- 
served in some cases. In the acquired variety of the 
condition some chronic bowel disturbances are common 
(Majumdar, Joc. cit.), and the intestinal parasites 
usually give rise to such bowel disturbances. 
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Nervous SysTEM 


Distemper and restlessness—It is a common 
experience of the clinicians that the children suffering 
long from worm infestations become. very fretful and 
restless. This may happen either due to unstability 
of their nervous system which is easily disturbed even 
by minor troubles, or toxemia caused by the toxins 
of the worms, or both. Intense itching of the anus 
produced by the thread-worm may also cause fidgetti- 
ness. in children. 

Apathy and melancholia—In some cases of ankyl- 
ostomiasis the patient may develop, also these mental 
disorders (Savill, loc. cit.). 

Delirium, grinding of the teeth at night, picking 
at the nose and night terrors—These reflex phenomena 
are commonly seen among the children with worm 
infestations. 

_ Convulsion—This is undoubtedly a very common 
emergency in children. Intestinal worms are often 
held responsible for the condition. Aithala (1943) 
says that regular convulsions may closely resemble 
epileptic fits in children. The worms can give rise to 
toxemia as well as to an irritative condition of the 
alimentary canal, so both the toxic and reflex causes 
may be responsible for the convulsions in worm- 
infected children. Also coma may be associated with 
ascariasis in children (Majumdar, loc. cit.). 

Headache—In a few individuals obstinate head- 


ache has been found to have accidentally disappeared 


after anthelmintic treatment. Hepatic or gastric 
derangements wrought by the vermes may be attended 
by the symptom. Amelioration of pain in such cases 
can be partly ascribed also to the purgatives that are 
generally administered with the vermicide. 
Defective vision—According to Savill amblyopia 
may occur in ankylostomiasis. The author has come 
across many cases of night-blindness (nyctalopia) 


;among the tea-garden labourers who are usually good 


harbourers of various worms. Avitaminosis was also 
present in some of the cases. 

Fever—Worm infections are often associated with 
pyrexia of different types of varying degrees. Short 
convulsive fever. is often found in children. Ascariasis 


may simulate typhoid, fever and also malaria in sone 


cases (Debsarma, 1945) and thus may mislead the 


clinician. Of course. these diseases can be excluded 


by the absence of their. other cardinal characters. This 


constitutional symptom is caused probably by some 


‘pyrogenetic toxins secreted by the worms in the 


intestines. ee 
CoNncLUSION 
This paper is in no way complete, it has presented 
only a few observations made by different authors on 
the subject, together with a hint of a very few points 
raked from the author’s meagre experience. However, 
it is obvious from the above that intestinal parasites 


.can create a great deal of trouble to human life and 


some of their effects on the system are undoubtedly 
deleterious. Babies and young children suffer most 
from their infestations as they have not yet acquired 
any immunity towards the worms. Even babies three 
months old have been known to pass ascaris eggs 
(Concluded ‘at foot of page 11) wy 
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GLUCOSE TREATMENT OF DIABETES AND EFFECT 
OF SEDATIVES WITH A CASE'REPORT | 


B. C. ROY, M.D., D.sc., M.R.C.P., F.R.C.S., 
H. N. MUKHERJEE, 3.sc., M.B., D.1.c. (LOND.) 


AND 

D.M. CHAKRAVARTY, 
Biochemical Department, Sir Nilratan Sircar Research 
Institute, Carmichael Medical College, Calcutta. - 


The view that the hyperglycemia of diabetes is 
not really a pathological manifestation but a physio- 
logical response was first put forward by Roy and 
Mukherjee (1935, 1939). The effect of glucose given 
intravenously to diabetics is usually beneficial. Thus 
Roy and Mukherjee (1935) found “that glucose when 
given intravenously in diabetes was utilised. The 
introduction of glucose in adequate amounts intra- 
venously quickly brings available glucose to tissues 
and liver and thus stops hepatic gluconeogenesis and 
reduces acidosis and ketosis. After a few days in 
spite of receiving daily injections of 150 c.c. of 25 per 
cent glucose intravenously the hyperglycemia was 
definitely reduced.” 

The effect of intravenous glucose therapy in a 
case of diabetes is reported here. 


Case REPORT 
History—P.G., Hindu, male, age 46, was admitted 
to this Hospital on 8-6-46. 
Complaints—Frequency of micturition and poly- 


phagia for last 3 years and glycosuria during this _ 


period. Left eye has got no vision due to glaucoma 
and there is a cataract in his right eye for last 3 years. 


Systemic Examination—Liver 1” palpable below . 


costal margin. A moderately large hydrocele in the 
right side of the scrotum of eight years’ standing. © 
The patient attended the outdoor of the Carmichael 
Medical College Hospitals on 23-4-46 when his urine 
was examined qualitatively and sugar was found in 
the urine. He could not be then admitted in the 
Hospital but was put on a restricted diet. As men- 


tioned above he was admitted to this Hospital on | 


8-6-46. Body weight of patient was 106 lbs. 


‘Treatment—The patient was kept on a restricted 
diet of 4 chapattis (510 calories), 8 oz. of boiled 
vegetables (80 calories), and 8 oz. of milk (144 
calories), morning and evening. He was thus kept on 
a diet of 1468 calories per day. His urine was sugar- 
free. So a sugar tolerence test was done on 24-6-46 
after adminstering 50 gms. of glucose by mouth. 

Initial fasting blood sugar .. 0-077% 
Blood ‘sugar after % hr. .. 0-+133% 
=. after 1 hr. .. 0°143% 
as after 1% hr. .. 0-167% 
ree after 2 hr. 0-182% 


The test showed that though his fasting blood 
sugar level was normal his glucose tolerence was poor 
and definitely like a diabetic. 

Intravenous Glucose Therapy—He was then given 
_50 cc. of 25 per cent glucose solution intravenously 
twice daily from 25-6-46 to 1-7-46. 


. A glucose tolerance test. was done on 2-7-46 with 
50° gms. of glucose by mouth: t 


Fasting blood sugar .. 0-063% 
Blood sugar after 1% hr. .. .0-118% 
after 2 hr. 0°133% 


The diabetogenic function of the anterior pituitary 
is now recognised by physiologists. Opium deriva- 
tives are used empirically by practitioners of indigenous 
medicine in diabetis. To ascertain whether opium has 
got any depressing effect on the anterior pituitary 
therepy alleviating the diabetic condition the patient 
was given 15 minims of liq. morphine hydrochlor 
thrice daily by mouth along with the intravenous 
glucose treatment from 3-7-46 to 10-7-46. 


A sugar tolerence test was again done on 11-7-46: 


‘Fasting blood sugar 0°095% 
Blood sugar after 1% hr. .. 0-105% 
after 2 hr. 0-111% 
after hr. .. 0-118% 


From this sugar tolerence test it appears that 
morphine may. have a beneficial effect. 

He was next given methophenobarbitone (Rutonal 
—May & Baker) % gr. in the morning, % gr. at noon 
‘and 1% gr. at bed time by mouth along with 50 c.c. 
of 25 per cent glucose solution intravenously twice 
daily from 12-7-46. to 17-7-46. 

On 18-7-46 again a sugar tolerence test was done: 


Fasting blood sugar -- 0-069% 
Blood sugar after 1% hr. .. 0-125% 
pa after 2 hr. 0-105% 

ee after 2% hr. .. 0:069% 


It appears that methophenobarbitone (Rutonal— 
May & Baker) has an inhibitory action on the anterior 
pituitary thereby improving the glucose tolerence. 
But further experimental evidence is necessary. 

Finally the patient was kept on the restricted diet 
alone and intravenous glucose therapy was stopped 
from 19-7-46 to 29-7-46. 


On 30-7-46 a final sugar tolerence test was done: 


Fasting blood sugar 0-08% 
Blood sugar after 1 hr. .. 0:083% 
after 1% hr. .. 0:095% 
after 2 hr. 0:091% 


It should be noted that the patient was kept on 
the measured restricted diet mentioned above through- 
out the period of investigation, i.e., upto 30-7-46 and 
he was given 50 c.c. of 25 per cent glucose solution 
intravenously twice daily from 25-6-46 to 17-7-46. 


CoMMENTS 
Though the patient on admission in the Hospital 
did not pass sugar in the urine and his fasting blood 
sugar level was normal his glucose tolerence was like 
that of a diabetic. After the first period of glucose 
therapy i.e., from 25-6-46 to 1-7-46 (a period of eight 
days) the patient showed an improvement in his 


glucose tolerence. The 2nd test period (3-7-46 to 


(Concluded at foot of page 11) 
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TYPHOID FEVER IN CHILDREN 


P. N. LAHA, mp. 
AND 
B. P. KACKER, 


From the Department of Children’s Diseases, 
Medical College, Agra 


Typhoid fever is a disease of youth and early 
adult life. It is not infrequent in childhood, but 
infants are rarely affected. In young children, the 
disease is not very uncommon. Surgeon-Majors 
Cleghorn and Holmes who had much experience in 
this subject regarded typhoid fever among natives as 
a very common disease, and thought it possible, if 
not probable, that many native children pass through 
unrecognised attacks in early life. Griffith and Mitchell 
(1938) are of opinion that it is distinctly less frequent 
upto the age of 5 years and specially in the first 2 
years of life, but numerous studies have shown that 
it cannot be called rare. Typhoid fever may be found 
even in foetus and the new born (Morse, 1903). One 
of us (P.N.L.) during his 3% years’ experience in the 
children’s department has observed a fair number of 
cases of typhoid fever in children, but it is not so 
common as in adults. This is probably due to the fact 


that children are not so freely sent to the hospital for. 


admission as are adults. Pearson and Wyllie (1935), 
Hutchison (1935), and various other pediatricians are 
of opinion that typhoid fever may be of a mild type and 
not cause the patient to look seriously ill. With this 
observation the authors are in complete agreement. 
Such mild cases are often not differentiated from other 
febrile disorders. The authors are of opinion that if 
the mild cases were subjected to thorough investiga- 
tions then the relative incidence in children would prove 
to be considerably higher than is usually recognised. 


In children the temperature is more often of an 
intermittent type, may be remittent, and the classical 
continued type of temperature is less frequently 
seen, whereas in adults the temperature is usually of 
a continued type. It is known that in a large bulk 
of adult patients the temperature becomes intermittent 
in character towards the end of the disease which 
undoubtedly is due to the gradual development of 
immunity against the infection. Arguing from this 
observation the authors opine that the presence of 
intermittent temperature in children coupled with the 
mild course of the disease point to the presence of a 
bigger dosage of immunity in them against typhoid 
fever. And this immunity must necessarily be natural 
and not acquired. Another point has been noted by 
the authors that leucopenia is not common in children 
and this is in marked contradistinction to that observed 


in adults. Children usually run an uncomplicated 


course, 


‘Below are recorded three cases of typhoid fever 
in children which will be of value in establishing the 
few features discussed above. Cases No. 1 and 3 
were referred to us along with their temperature 
charts from Tundla by Dr. G. P. Neogy, Lr.c.p., 
M.R.C.S. (England). 


Case REports 


Case 1—J.P., 5 years, Hindu male child. Com- 
plaint—fever, duration 18 days. 


Physical examination—Temperature 102°F., pulse 
120 and respiration 20 per minute. Appearance 
completely non-toxic. Tongue coated. Abdomen, 
heart, lungs and other systems normal. 


Investigations—Blood: total leucocytes 8,900; 
polymorphs 38, lymphocytes 50, mononuclears 12. 
Widal test positive 1 in 250 against typhoid. 

Points of interest—1. Completely non-toxic ap- 
pearance. 2. Absence of leucopenia. 3. Presence of 
intermittent fever (vide Temperature Chart I). 
4. Uncomplicated course. 5. Rapid convalescence. 


Case 2—K.S., 10 years, Hindu male child. 
Complaint—Fever, duration 10 days. 


Physical examination—Temperature 101°F. ; pulse 
82 and respiration 24 per minute, blood pressure 
110/80. Tongue furred. - Completely non-toxic ap- 
pearance. Spleen palpable. Heart, lungs and other 
systems normal. 


Investigations—Blood: total leucocytes 7,850; 
polymorphs 82, lymphocytes 16, eosinophils 2. Blood 
culture (10th day of fever) positive for B. typhosus. 
Widal test on the 11th day of fever completely nega- 
tive, but on the 18th day of fever positive 1 in 250 
against typhoid. Stool examination showed no 
abnormal findings. 


Points of interest—1l. Completely non-toxic ap- 
pearance. 2. Absence of leucopenia and eosinopenia. 
3. Presence of remittent fever with about 3 degrees 
fluctutation (vide Temperature Chart II). 4. No 
complications. 5. During the whole course the child 
used to feel very hungry. 6. -Presence of relative 
bradycardia during second week. 7. During con- 
valescence there was still further bradycardia—pulse 
rate 58 per minute. 

Case 3—S., 4% years, Hindu male child. Com- 
plaint—Fever, duration 62 days. 


Physical examination—Temperature 98-6°F; 
pulse 100 and respiration 20 per minute. No toxic 
look but there were wasting and pallor. Spleen 1”, 


liver 1” and both firm to the feel. Heart, lungs and 


other systems normal. 


Investigations—Blood: total leucocytes 4,800; 
polymorphs 56, lymphocytes 41, mononuclears 3, 
eosinophils 0. Widal, aldehyde and urea stibamine 
tests completely negative. Widal was repeated twice 
at weekly intervals but it was negative on both 
occasions. Skiagram of chest was normal. Urine and 
stool cultures revealed no bacterial growth. 

Points of interest—l. Presence of intermittent 
fever during the whole course of the illness (vide 
Temperature Chart III—whole chart not repro- 
duced). 2. The.diagnosis of typhoid fever was 
clinical. Widal persisted to be negative. This was 
no doubt due to the absence of the development of 
agglutinins in the blood. This may explain such a 
long course. 3. Uncomplicated course. 4. Absence 
of marked leucopenia. 
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CoNCLUSIONS 

Typhoid fever is fairly common in children. It 
may be of a mild type and usually runs an uncompli- 
cated and non-toxic course. Temperature is more 
often intemittent in character, and often there is no 
leucopenia. 
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(Scharff and Williams, 1942). Consequently, helmin- 
thiasis is certainly a very serious problem for the 
medical profession, and fuller investigations which may 
reveal some more interesting and useful things about 
these ‘mysterious’ creatures, are required on the subject. 
In this connection it must be stated that the conditions 
given herein are produced in many other maladies 
which must be carefully ruled out by different exami- 
nations before the intestinal parasites are held solely 
responsible for these disorders. 
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(Concluded from page 8) 
10-7-46) shows that morphine may have slight bene- 
ficial action on the diabetic condition. In the 3rd test 
period from 12-7-46 to 17-7-46 methophenobarbitone 
(Rutonal—May & Baker) was given by mouth. The 
glucose tolerence test done after this period shows that 
this drug has a beneficial effect on the diabetic con- 
dition. From theoretical consideration this beneficial 
effect may be due to the inhibiting action of the drug 
on the anterior pituitary. 


CoNncLUSION 

1. In the above reported case the beneficial action 
of intravenous glucose therapy on glucose tolerence is 
demonstrated. 

2. It also appears that methophenobarbitone 
(Rutonal—May & Baker) has an inhibitory action on 
anterior pituitary thereby improving glucose tolerence. 
Opium derivatives may also have a similar effect. 
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POVERTY AND NUTRITION 


A. J. FARIDI, M.8., BS., D.T.M. & H., T.D.D. 
Lucknow 


At a time when our daily food has become a 
eat public question, it would be relevant to enquire 
into the quality, quantity and composition and cost of 
the diet of the common man, i.e., the poor man. In 
India, as we all know, the common man is poor, in 
the majority of cases. Even seemingly well-paid and 
well-dressed people, in fact, belong to the ranks of 
“the poverty-stricken multitudes.” A wage-earner’s 
income of say Rs. 100/- per month when divided 
among a number of family dependents, which is the 
usual phenomenon in our society, means very little 
money for per capita expenditure. Next, dress is 
not infrequently a mask that conceals a woeful heart. 
To my mind the best test of a man’s economic state 
is not his income or external appearance, but his 
capacity to provide for himself and his dependents, 
wholesome food, proportional to their physical require- 
ments. Judged by this test India would appear to be 
a land of destitutes and paupers., As many as 90 per 
cent of the people questioned by me in the course of 
my investigations, eat only 65 per cent of their 
minimum requirements. It is reassuring to hear that 
no one in this province will be allowed to die of 
starvation, but the question is whether the slow death 
by chronic starvation or malnutrition which we witness 
all around us, will also be halted. 


Caloric Requirements—The av. number of 
calories needed for a fealty "Fouts Gr average 
build is 2,500 to 3,000. This is the bare minimum 
for a labourer who works hard for 8 hours a day. 


How an Indian labourer living on 1,600 calories 


TABLE SHOWING THE AVERAGE CALORIC VALUE AND 


performs the work he does, is nothing short of a 
miracle. 

Income and Meals—Returning to the actual econo- 
mic conditions of workers we find that the wages of a 
labourer vary between Rs. 1-2 to Rs. 1-12, those of 
a mason between Rs. 1-8 and Rs, 2. A hawker oj 
sweetmeats earns about Rs. 1-4 and a domestic servant 
as a mali or chowkidar -/12/- to Rs. 1 per day. This 
income is divided up to feed the family members 
whose number ranges from 1 to 14 in the class under 
investigation. Besides the cost of food, other essen- 
tials of life such as fuel, kerosine, house rent and 
clothes must be provided for. Medicines, illness and 
off days have no place in these men’s budgets. 
Absence from work means loans from a bania, pawn- 
ing of household utensils, and after a few days of this 
luxury, economy in food, starvation, over-work, and 
further malnutrition, ending in physical and , moral 
degradation. 

A labourer’s first meal is at 12-30 p.m. and con- 
sists of 2 chts. of boiled or parched rice, or parclied 
gram, or a piece of dry bread eaten with salt, chutney 
and onions. A very few of them have this meal before 
they come to work. The real meal of the day is at 
8 p.m. Roti and dal, or rice and dal is their usual 
dinner. Vegetables, or mustard oil are sometimes 
added to improve the taste. 80 per cent have not 
tasted milk or tyre for the last three months; many 
do not remember when they drank milk last. They 
cannot even afford milk for the growing child. Of 
the remaining. 30 per cent some have to drink milk 
under medical advice and other keep goats as a side 
business. Meats and sweets are eaten om ceremonial 
occasions only. 

The usual menu of the poor with average caloric 
value and food content is as follows: 


Foop ConTENT OF THE USUAL MENU FoR THE Poor 


Roti (wheat, millet, maize and 4 chts. 
Rice (boiled or parched) .. 


Dal (Arhur, gram ete.) .. 
Oil 


gram) 


2 chts. 
4 chts. 


Vegetables (average, mixed) 2 chts. 


2 chts. 


= Protein Fats Carbohydrates 
24 gm. 
8 gm 


24 gm. 


Calories 
800 


56 gm. 


Less 10% for wastage 


— — 
— 


The shortcomings of the above diet are apparent. 
Total calories are low, proteins inadequate and of 
inferior quality, fats are insufficient, carbohydrates 
about equal to the needs, and vitamins practically nil. 

Diet Suggested—The diet I would like to recom- 
mend for the class of people under observation would 
consist of 4 chts. of cereals made up of 2 chts. of | 
wheat and 2 chts. of barley or bajra, 2 chts. of rice, 
¥% sr. of milk, 1 cht. of vegetable, 14 cht. of mustard 
oil, 1% chts. of dal, 4 chts. of potatoes and 2 chts. of 
tomatoes. ; 

The cost of this diet will be 8 as. No matter 
how far one stretches his imagination, or cudgels one’s 
brains, the price 8 as. cannot be reduced, so long as 
the price of milk remains at 6 as, per seer, atta 3 seers 
for the rupee, bajra 4 seers for the rupee, rice 2% 
seers for the rupee, fuel 20 seers for the rupee and 


mustard oil 8 as. per seer. But how many can 
afford it? Certainly not the group under investigation. 
Then what is the remedy? Simple control of the price 
of cereals does not solve the problem of a well-balanced 
diet for all. Milk, fats and leafy greens are as impor- 
tant as cereals, and either these should also be con- 
trolled or money provided to’ buy them, by fixing the 
minimum wages to be paid to workers. Adulteration 
of milk, ghee and oil is common and it is imperative 
that an immediate stop be put to these evil practices. 

It is the birth-right of every individual who is 
willing to work, to eat enough to work, and to live 
in perfection of manhood and womanhood. With a 
little education in the science of nutrition we can 
produce a race of mankind, who will be better deve- 
loped and more capable of endurance and hard labour 
than any.in the world. 


125 14 gm. 
60 
Total 1808 24 gm. 342 gm. 
1,628 
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NEED OF SCIENTIFIC MEDICINE IN INDIA* 


B. TIRUMAL RAO, F.R.c.s. (EDIN.), 
D.L.O. (LOND.), RAO BAHADUR 


Professor of Oto-Rhino-Laryngology, Andhra Medical 


College, and Surgeon, King George Hospital, 
Vizagapatam. 


Some Aspects oF MEpIcAL EpucATION 

I feel it a very great honour indeed to be called 
upon to give this year’s Annual Oration of the 
Vizagapatam Branch of the Indian Medical Associa- 
tion. It is not within. my capacity however, to reach 
the high standard set by my distinguished prede- 
cessors who adorned this office. It is also true it is 
a misnomer to call by the dignified name of an 
‘oration’, what little I am going to say this evening. 


CoMPLEXITY OF THE PRESENT Day ProRLEMS 


We are a body of scientific men gathered here 
with a serious purpose. I fully realise that this is no 


‘ occasion for indulging in any loose talk. The great 


solemnity of this function is heightened and enhanced 
in no small measure this year by the august per- 
sonage of The Hon’ble Mrs. Rukmini Lakshmipathi, 
B.A., M.L.A., our popular Minister for Public Health 
in the chair, under whose wise and motherly care and 
guidance, we all hope, that the varied and complex 
problems of public health of our province will find a 
speedy and happy solution. It is no wonder that these 
problems are extraordinarily complex at the present 
moment. The world to-day:is passing through an 
age of tremendous transition. Two world wars in one 
generation have convulsed and shaken the world to 
its very foundations. Violent changes are natural 
results of violent clashes. The changes are so cata- 
clysmal and universal in their sweep and momentum, 
that no department of human activity and endeavour 
has been left unaffected and uninvolved, and matters 
relating to the medical relief and public health have 
been no exception. Everything is in a state of fluid 
and flux. People have gone through years of dreadful 
suffering, sweat, toil, blood and tears—an experience, 
the like of which was unrecorded and unprecedented 
in human history. Whatever good may ultimately be 
claimed to have accrued out of it by the politician, to 
the sum total of human happiness, it must be said 
that the problems of life and death, the problems of 
food and nutrition and the problems of health and 
disease with which we, as members of the medical 
profession, are immediately concerned, have become 
more complex, difficult and desperate. 


ProBLEMS OF MEDICAL EpucaTION, THE Most 
VITAL oF ALL 


Of all these problems, the most vital, pivotal and 
fundamental, in my opinion, is the problem of medical 
education. It has been my privilege for the last two 
decades to have been in close touch with medical 
education, and to have been watching its slow and 


#Oration at the Annual Meeting of the Vizagapatam 
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painful evolution in India, and on the eve of my dis- 
sociation officially from it, it is but natural that I 
should feel a certain amount of concern about its 
further development in these critical years ahead. 
There is a vague sense of apprehension that every- 
thing may not go on smooth and well with it. There 
are what I consider certain undesirable trends of 
thought, which I have been noticing for some time. 
After long and careful consideration, I feel it my duty, 
as a man of age and some experience, that I should 
bring them to your notice on an occasion like this. 


Tue THREE Unities or Mepicat EpucatTion: 
THE Unity oF ApproacH THE Most IMpoRTANT 


_I consider that there are three essential requisites, 
the absolutes as it were, of any scheme of medical 
education in India. I may be excused, if I call them 
the three unities of medical education, the unity of 
approach, the unity of standard, and the unity of 
control. Of these three unities, the unity of approach 
is, to my mind, the most important. By approach I 
mean the training, discipline and study necessary for 
a student to undergo, before he could qualify himself 
to join the ranks of the medical profession. A young 
man or woman who has set about to study medicine 
at the present day, is baffled with the multiplicity and 
diversity of the systems of medicine holding sway and 
one vying with the other in the land. Each system 
claims absolute sanctity and superiority over the 
others. First of all, there is what is usually called 
the western system of medicine, of which we are 
followers. Then there are the ancient systems of 
medicine, Ayurvedic and Unani. These systems of 
medicine even today play an important part in the 
medical relief of the vast population of India. It is 
computed that there are at least 40,000 practitioners 
of Ayurveda in the province of Madras itself. These 
systems of medicine still greatly appeal to the imagina- 
tion of even our educated public. To add to these 
ancient systems of medicine, there are some™modern 
systems such as Homeopathy, Naturopatiige etc. 
These systems, being modern and arising Gam @f.a 
spirit of protest and revolt against the orthodox 
methods of treatment, have got their own enthusiastic 
following. The Ayurvedic School of Physicians of 
Madras are pressing their claims for a separate depart- 
ment of Indian medicine, for award of separate 
degrees and the institution of separate colleges dis- 
tributed all over the presidency. The champions of 
homeopathy and naturopathy are no less keen in 
striving hard with similar aims and purposes. 


DirFICcULTY OF CHOICE; MopEeRN ScIENTIFIC 
MEDICINE THE ONLY RicHt ApprROACH 


Confronted with this confusing medley of systems, 
how should a prospective student of medicine make 
his or her choice? If I were asked for advice, I 
shall have no hesitation to say to the student that there 
is only one approach to the study of medicine, and 
that is the approach through a course of the basic 
sciences of anatomy, physiology and pathology. The 
science and practice of medicine can be learnt only on 
the basis of sound anatomy, physiology and pathology. 
The superiority of western medicine commenced from 


13 — 


of a 3 
‘ono- 
of a 
se of 
‘vant 
This 
ibers 
nder : 
ssen- 
and 
and 
gets. 
this i 
and 
10ral 
con- 
ched 
tney 
fore 
s at 
sual 
not 
lany 
‘hey 
Of 
nilk 
side 
nial 
oric 
es 
1. 
2. 
n. 
can 
on. 
“ice 
ced am 
or- 
the 
ion 
ve 
eS. 
is 
ive 
Sia 
an 
ye- i 
; 


JOURNAL 
ILM.A, 


the time that anatomy became the starting point of 
medicine, thanks to the great Vesalius and his no less 
great Italian successors. Anatomy very soon led up 
to the development of modern physiology, with the 
discovery of the circulation of blood by Harvey. The 
next big land-mark in the history of modern medicine 
is the introduction of cellular pathology by Virchow. 
Then came bacteriology, immunology, anaesthesia and 
antisepsis and so no. The answer to the question 
where the future student of medicine should begin his 
studies is simple and obvious. His study begins with 
the basic sciences of anatomy, physiology and patho- 
logy. It is on this rock-bottom that the whole super- 
structure of modern medicine has been built up. The 
study of anatomy, physiology and pathology with 
which the student has started, can lead him, therefore, 
logically only to the study of modern scientific medicine 
and not to any other system of medicine either ancient 
or modern. 


Cxiaims oF AyURVEDA EXAMINED 


Now let us consider the claims of the other systems 
of medicine taking the Ayurvedic as the prototype, 
being the most ancient. It is said by scholars of com- 
parative medicine and history that it had started well 
with anatomy. But its anatomy was imperfect lacking 
in essential details, and when it came to physiology 
and pathology, they were not so much founded on 
anatomical facts but on certain philosophical concepts. 
The Tridhatu Siddhanta is an attempt to visualise 
the organism as a microcosmos, and to place it in 
relationship with the macrocosmos of the universe. 
Though Ayurveda is thus mainly philosophic in its 
outlook, and its physiology and pathology mainly 
speculative in conception, it had attained, as judged 
from the purely empirical standards of the pre-scientific 
era, a high standard of excellence in medicine includ- 
ing surgery. Diseases were studied mainly by observa- 
tion of a few symptoms and signs depending mainly 
on mother wit and shrewd intuition. There was very 
little apparatus to aid their observations. Despite all 
these drawbacks, it must be said that the success and 
extent of medical treatment in ancient India were 
higher than in any other country. The Ayurvedic 
medicine is said to have reached its zenith in the 
Buddhist period. Then there was a gradual decline 
and retrogression ever since, the causes of which I 
shall touch upon later. 


ATTEMPTS AT RESUSCITATION OF AYURVEDA— 
Two ScHOoOoLs oF THOUGHT 


Now, in this day of a veritable Indian renaissance, 
when an effort is made to revive all our ancient culture 
and arts, it is but natural to desire to resuscitate the 
ancient systems of medicine also. Attempts have been 
set on foot for some years already towards this end. 
Amongst the active protagonists there are two schools 
of thought. There are those, firstly, who claim that 
Ayurveda is self-contained and self-sufficient, accord- 
ing to its own postulates of physiology and pathology 
and is capable of being worked as an effective system 
of medicine. It does not admit of any additions or 
improvements without violating its basic principles 
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and theory. If we should accept this view, we must 
put the future student of medicine to a study of the 
ancient classics like Charaka and Susruta, and after 
such a course of study he will be qualified to practise 
medicine, on the lines laid down in the ancient classics. . 
But, he will be practising a system of medicine to 
which are denied and tabooed all the recent scientific 
advances of modern medicine, diagnostic as well as 
therapeutic. He practises a system of medicine based 
upon concepts of anatomy, physiology and pathology 
which were conceived centuries ago and whose reality 
has come to be questioned at the hands of modern 
science. I wonder, if any Government will be so bold 
as to offer this to its people, as an effective system 
of medicine in spite of all the aforesaid defects and to 
hope to grapple with the complex problems of health, 
in modern times. 

Secondly, there is a different set of people who, 
while realising the out-of-date nature, and the con- 
sequent inadequacy of the indigenous medicine, yet 
believe that it could be made the basis of study and 
that its inaccuracjes and inadequacies duly corrected 
and made up by patching it up with an item here’ 
and an item there from modern medicine. This 
is the experiment that has been tried for the last two 
decades in the Madras School of Indian Medicine. 
People who have observed this experiment at close 
quarters say that it has proved a thorough failure. 
It has been said that the students are trained half in 
the Indian and half in the Western medicine, in a 
hotch-potch of both systems. The result is, it has 
produced a set of practitioners who are ill-equipped 
and ill-trained at the end. Thus the experiment has 
not only failed to resuscitate ancient medicine but also 
showed that it is not likely to succeed. The pandits 
who have been in charge of conducting this experiment, 
do not seem to have even attempted to evolve any 
formula or working hypothesis for the synthesis or 
harmonious combination of both systems of medicine, 
though this experiment itself was originally started 
with this avowed aim and object. 


AYURVEDA AND OTHER SysTEMS OF MEDICINE: 
UNSUITABLE AND INADEQUATE 


It is highly debatable that the ancient Hindu 
medicine, old and decadent, static in conception and 
practice, having lost its genius to absorb and assimilate 
fresh facts and ideas, can ever be revived as a living 
system of medicine. It is a fond hope, that it is 
capable of making modern medicine part and parcel 
of it, as it did in the case of Arabic medicine some 
centuries back while it was still full of life and growth. 
The same is the fear with regard to Unani system 
also. We must also bear in mind, that these ancient 
systems of medicine are remedial and individualistic in 
their application. As a means of assuaging pain and 
relieving suffering, they made no doubt a powerful 
appeal to the feelings of men. But the rapid strides 
ot progress that modern medical science has. made, 
have become remarkable not only for the precision and 
accuracy of diagnosis and treatment, but have also 
given birth to the movement of preventive medicine 
and public health. More recently comes the gospel of 
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positive health or wholeness of body and mind; it is 
based upon a positive conception of health. It is not 
a study of mere absence of detectable diseases nor is 
it satisfied with mere prevention of disease. It aims 
at reaching and maintaining the optimum bodily and 
mental development and integrity, individual as well 
as communal. It involves an investigation and study 
of the social and environmental factors, which promote 
ill-health and disability, and adopt such measures, as 
contribute to the full development and functional acti- 
vity of men, both physical and mental. The biblical 
saying, “they that are whole need not a physician 
but they that are sick”, does not seem to hold good any 
longer; for the mission of medical man in modern 
economic and social conditions, is more comprehensive 
than mere treatment of disease or injury. It includes 
also the education, preservation, protection and promo- 
tion of health, individual as well as communal. Such 
is the aim and purpose of modern scientific medicine. 
I wonder whether any other system of medicine, either 
ancient or modern, is so comprehensive in its concep- 
tion and application of its methods. 


THE PRESENT STATE OF MODERN SCIENTIFIC 
MEDICINE IN InpIA. Is 1T FOREIGN? 


Now let us consider the present state of modern 
medicine in India. It was introduced into India with 
the advent of the British rule and it has steadily 
developed into the state-accepted system of medicine 
in this country. Its progress has been very slow. 
Until a few years back we could not boast of any 
well organised medical profession. As regards its 
practice, it still remains confined to big towns and rural 
India is unprovided with qualified and scientific medical 
relief. Modern medicine is said to be foreign and 
is looked upon with prejudice, not only by the illiterate 
masses but also by the intelligentia. They do not 
know that this system of medicine is no more western 
than eastern. It is only, by a sheer historical accident, 
that its message has reached us through the British. 
It is absolutely certain that, even otherwise, modern 
medicine would have reached us all the same. Modern 
medicine is universal and its appeal is to the entire 
world. It is a science and science knows no distinc- 
tion of caste, creed or colour. It welcomes knowledge, 
from whatever quarter it comes. It has no prejudice 
against any particular system or source of knowledge. 
It is the outcome of the sum total of the entire world’s 
contribution to the existing knowledge, and such con- 
tributions have not been the privilege or the property 
of any one nation. Its scope is being enlarged co1- 
stantly, consequent on the work of its votaries who are 
spread all over the world. Every civilised country 
has made and is making an effort to grasp each new 
advance and use it for the welfare of its people. 
Japan has got the inspiration from the Dutch, and 
Turkey through French and later German sources. 
China and Afghanistan have also adopted modern 
scientific medicine. There is not one country in the 
world which denies itself the benefits of the modern 
scientific medicine. It is, therefore, unfortunate that 
we should find still in India a certain prejudice, against 
the modern scientific medicine arising out of a false 
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sense of national pride and prestige. People do not 
talk of a western physics and an eastern physics or a 
western chemistry or an eastern chemistry. Sir P. C. 
Ray, the great Indian scientist who established and 
proclaimed to the world the greatness of ancient Indian 
contribution to chemistry, never advised his country- 
men to rest content with its blissful contemplation; on 
the other hand he spared no pains or effort to the 
encouragement and advancement of study of modern 
chemistry in India. It is difficult to understand why 
with regard to medicine alone people should persist 
in talking of the eastern and western systems. 


DEMAND FOR ABOLITION OF ENGLISH AS 
MEDIUM OF INSTRUCTION 


Incidentally I would like to observe, that there is 
more logic and reason behind the demand of abolition 
of English, as the medium of medical instruction. 
Japan and Turkey were faced with this problem. They 
started first with teaching in a foreign tongue, passed 
through a transitional stage and finally adopted the 
mother tongue as the medium of instruction. I believe 
we may be faced with the same problem sooner or 
later. The introduction of Urdu as a medium of 
instruction in the Osmania University presents a good 
example already to the rest of India. Although con- 
sidering from this aspect, this innovation in the Osmania 
University is a welcome and a happy experiment, we 
cannot afford to forget that it is being conducted in 
Urdu in a part of the country where 90% of the people 
own their mother tongue to languages other than Urdu. 
The people have probably to console themselves that 
Urdu is less foreign than English. It cannot but be 
admitted that what has been gained by Urdu, is so 
much of a loss to their mother tongue. 


Is Mopern MeEpicine CostLy AND CUMBERSOME? 
Ir so Wuy? 


Another great objection against modern medicine 
is that it is too costly and cumbersome. Every one 
likes to be cured with simple remedies, a herb, a root, 
leaf or seed and greater is the appeal to the human 
mind if the cure can be effected by magic, mantras 
or witchcraft. That is how quackery prevails. The 
followers of indigenous medicine have forgotten all 
other methods of their art, excepting the administra- 
tion of certain drugs. Many of these drugs are no 
doubt very readily available. Any cure, therefore, 
apparent, accidental or real, that is effected with the 
application or administration of a simple remedy, just 
obtained from the backyard, bazar or garden, makes a 
great impression on the popular mind. It is not all 
diseases however that are cured by simple and cheap 
drugs. Drugs of proved value are not rejected but 
are incorporated into the modern pharmacopceia. Cheap 
drugs are not wanting in modern medicine and many 
of them are common to the ancient and modern 
systems of medicine. When we are able to manu- 
facture modern drugs in our country on a large scale, 
they become far cheaper than now. But what people 
forget and ignore is that the costlier part of the modern 
scientific medicine is not its drugs and drugging is 
not the essence of medicine. Drugging is the most 
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uncertain part of the art of medicine. Even the dis- 
covery of a drug which acts as a specific to a disease 
is not the be-all and end-all of medicine. The discovery 
of a specific drug solves only a minor part of the 
problem. Has the discovery of quinine solved entirely 
the problem of malaria? It is only the discovery of 
the malarial parasite and its life cycle, that really 
placed malaria in the list of preventable diseases. 
Yes, the methods of modern medicine are costly, the 
production of quinine itself is costly. I wonder if the 
Ayurvedic or Unani medicine could show a cheaper 
and as effective a substitute for it. As pointed out 
above, it is not the discovery of quinine but the dis- 
- covery of the malarial parasite that is a greater boon 
to mankind. The discovery of the parasite has placed 
in our hands the knowledge necessary for the pre- 
vention of malaria. The anti-malarial measures based 
upon this knowledge are very costly, so also is the 
case with the specific measures necessary, for con- 
trolling the prevalence of other major pests such as 
cholera, plague, small-pox and so on. We owe to 
modern medicine the knowledge by which we can 
prevent them. Only our country is poor and cannot 
afford the cost of the preventive measures and that is 
why its people die like flies, during seasonal ravages 
of these epidemic diseases. It is always cheaper to 
die than to live. It is not only within the sphere of 
preventive medicine but also in curative medicine that 
the charge of its constliness holds true. Modern 
medicine, as already said, does not trust itself to the 
cure of disease and relief of suffering ‘by drugs alone. 
Nor does it despise drugs as nature cure specialists 
do. Age-long methods of treatment such as fasting, 
dieting, baths and massage which are so much made 
of by naturopaths are all accepted and adopted each 
in its own place and time, by the modern scientific 
medicine. It has also discovered other methods of 
investigation and treatment concerned with x-rays, 
radium, bacteriology and biochemistry and so on and 
these methods are admittedly very costly. But what 
are their cheaper substitutes in Ayurveda? Modern 
medical practice is not only costly but very complex, 
and to the lay mind it may appear sometimes very 
cumbersome and tedious. But is there any short cut 
at present? If any short cuts were suggested, remember, 
that short cuts and make-shifts make for calamities 
in the practice of medicine. 


Buore CoMMITTEE’s RECOMMENDATION 


In every civilised country, the state is striving to 
secure for every individual, adequate medical care with 
all the modern scientific facilities necessary, for proper 
diagnosis and treatment. The Bhore Committee 
definitely says that certain aspects of health protection 
can be secured wholely or at any rate largely only 
through the scientific system of medicine, such as 
public health or preventive medicine and obstetrics and 
gynaecology, advanced surgery and some of the 
specialities on the curative side. It further says that 
no system of medical treatment which is static in con- 
ception and practice and does not keep pace with the 
discoveries and researches of scientific workers the 
world over, can hope to give the best available ministra- 
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tion to those who seek its aid. It proposes, without 
any hesitation, country-wide extension of the modern 
system of medicine. Their conclusions are perfectly 
in accord with my own conviction that there can be 
only one approach to the study of medicine and that 
is the modern scientific approach, based upon the 
fundamental sciences. 


GREATNESS OF AYURVEDA 

But all this is not to say anything minimising the 
value or belittling the importance of a study of the 
ancient systems by a student of medicine now or in 
future. Their unquestioned greatness, in their own 
day, has been acknowledged and proclaimed to the 
world, in no uncertain terms by several scholars of 
repute and eminence. Ancient Indian physicians were 
great in medicine and what is of far more significance 
is that they were greater still in surgery. Just as it 
was established, beyond a shadow of doubt, that the 
ancient Hindus were not only pre-eminent in philo- 
sophy but in sciences as well, so it was with regards 
to their excellence in medicine as well as in surgery. 
There was no branch of literature, arts or science, 
which the subtle and acute Indian intellect left 
untouched and unadorned. The beginnings of Indian 
civilization and culture were lost in the dim distant 
past of hoary antiquity. The historians now vainly 
try to fix up a time and date for it, but only to be 
baffled as in the case of the Himalayan explorers in 
their futile attempts to scale the heights of Mount 
Everest. The myth, therefore, that India was a land 
peopled by a set of lotus eaters addicted to theorising 
and philosophizing has been exploded. 


Causes oF ITs DECLINE 


Ancient Hindu medicine definitely laid down, 
that medicine and surgery had to be mastered equally, 
and a, physician who lacks knowledge of one of the 
branches, is like a bird with only one wing. It was 
a tragedy that this supreme precept was ignored in 
later times. Surgery became divorced from medicine, 
and fell into the hands of barbers and other less 
cultured and less intellectual class of practitioners. 
Drugs were exalted over the knife. This was perhaps 
the most fatal blunder that paved the way for the 
decline and deterioration of medicine ever since. The 
same great mistake, curiously enough, occurred in 


_ Europe in the middle ages and all progress in medi- 


cine was at a stand-still for centuries. The causes 
for this change over, in both places, in the mental 
attitude of the profession, were perhaps partly political 
and partly religious. They were, at any rate, very 
complex which it is unnecessary for us to discuss here. 
Things became far worse in Europe. Corvisart, 
Napoleon’s physician, was ridiculed for noting the 
frequency of pulse and respiration. It was said, 
that science would go to dogs, if mathematical methods 
were introduced into medicine, and that no doubt the 
time would come when the doctor would come to a 
sick bed carrying a weighing machine. Curiously 
enough, the prophecy came true, what looked so odd 
and ridiculous then. But fortunately for Europe, her 
renaissance came much earlier and modern scientific 
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medicine began to be founded on a new system of 
anatomy and physiology and Europe stands today in 
the proud position of its creator. If now we adopt it 
from Europe, it should not engender in our minds 
any feeling of inferiority complex. These are incidents 
in the cultural history of the human race which must 
be viewed dispassionately in their proper historical 
perspective. The West has learnt many things from 
ger in the past and today it is only paying back 
its de , 


IMPORTANCE OF A STUDY OF AYURVEDA IN 
Irs HistoricaAL ASPECT 


This should not detract one iota from our pride 
and admiration for the immortal legacy left to us by 
our forefathers. While we should realise the unsuit- 
ability and inadequacy of the ancient medicine, to solve 
our present problems, it would be nothing short of 
criminal folly and negligence, if we are to shut our 
eyes, once and for all, to its great achievements in 
the past. The importance of its study, therefore, from 
the historical standpoint to a student of medicine, can 
hardly be exaggerated. 


IMPORTANCE OF ITS CERTAIN OTHER ASPECTS 


Apart from the value of its study from the 
historical aspect, I believe there is still a great deal 
to learn from the ancient systems of medicine. They 
have got an extensive and wonderful pharamacopoeia. 
They have developed dietetics almost to a fine art. It 
is possible that even the Tridosha Siddhanta may be 
interpreted and correlated in some sort of manner with 
the knowledge of modern biophysics and biochemistry. 
We may have yet to learn something from the observa- 
tions the ancient physicians made of diseases, the 
principles they laid down and the methods they adopted 
for their treatment. Even their errors and pitfalls 
cannot but be very interesting and instructive. These 
systems require to be studied, therefore, in all these 
several aspects and all that is useful and valuable in 
them can be easily absorbed and incorporated into 
modern medicine. This is the way, I think, to pursue 
for a proper synthesis of the ancient and modern 
systems of medicine and to bridge the gulf that now 
apparently separates our past from the present and to 
ensure the continuity of our great traditions in future. 


PrAcTICAL STEPS FOR A SYNTHESIS BETWEEN 
Mopern MEDICINE AND ANCIENT 
Systems OF MEDICINE 


The next question arises as to what practical steps 
should be taken to work out this synthesis. I do not 
propose to go into any details, regarding this aspect 
apart from mere mentioning of one or two points 
which to my mind appear to be reasonable and reassur- 
ing. It is really a matter for experts to decide. 

(4) The Indian School of Medicine in Madras 
should, I think, be reconstituted so that it is no more 


a school for the training of any practitioners of. 


medicine but one which undertakes research and post- 
graduate study in the field of ancient Indian medicine. 

(4%) In every teaching institution of medicine, a 
chair of history of medicine should be created which 
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would devote itself to research into the history of 
Indian medicine. A few lectures on the subject will 
be a welcome and interesting addition to the medical 
curriculum. 


THE GROWING URGE For A UNItTy or STANDARDS 


Let me now turn to a consideration of the second 
great factor in the matter of medical education, namely 
the unity of standards. It has ever been a standing 
reproach to the medical profession in India that it 
has remained divided into several classes and compart- 
ments ; the official and non-official, state employed and 
independent, graduate and licentiate, M.B. and L.M. 
and so on. Every section of the profession has begun 
to feel the stigma. It has given rise to a strong urge 
and an ardent desire that all divisions are abolished 
and differences absorbed in one united profession 
founded upon the basis of a uniform standard of 
medical qualification. This unique and praiseworthy 
ambition and aspiration found strong and _ strident 
expression during the last decade, at meetings and 
medical conferences of all denominations all over the 
country. These differences and divisions have also 
begun to dwindle and to become narrowed down 
gradually, thanks to the co-operative efforts of every 
section of the profession as well as of the authorities 
concerned. Dr. Rajan, the Public Health Minister of 
our Province, a few years back, took the bold and 
courageous step of abolishing the L.M.P. course and 
set an example to the rest of India. The Indian 
Medical Council then took the lead and recommended 
to the provincial authorities that all the medical schools 
should be abolished by 1947. The Medical Council 
of India has also moved in the matter of the creation 
of an All-India Medical Register and for the inclusion 
of all the members of the medical profession in India 
in one common register. This is also yet to be realised. 
This question of unity and uniformity of standards of 
medical education has thus passed beyond the stage 
of all cavil and controversy. Thus the realisation of 
the ideal of a united medical profession based on a 
uniform basic standard of medical education is well 
within sight. I would not have adverted to it, at this 
time of the day and hour, but for the fact that a strong 
minority of the Bhore Committee plead for the reten- 
tion for sometime of the L.M.P. course of study, 
though they agree to the principle of one uniform 
standard to be attained in course of time. It has there- 
fore appeared to me that the position requires to be 
reviewed briefly. 


A Broap HuMANE BACKGROUND ESSENTIAL 
IN MeEpIcaL EDUCATION 


I am aware that this is not the time or place to 
enter into any detailed discussion of the subject of 
the medical curriculum itself, for it is a matter for 
experts. I would like to touch only one or two points 
of a general character. 

Medical profession has always been honoured as 
one of the learned professions. The physician comes 
into contact with all classes of people and with all 
aspects of life. All the hopes and despairs of men, 
happiness and unhappiness, birth, life, suffering and 
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death fall within his province. He is the friend, 
philosopher and guide of the family and he is always 
held in great esteem in view of his culture and philo- 


of disease and preservation and creation of health. It 


tion of the basic sciences i.e., physics, chemistry and 


a medical student science is the only thing that matters. 


ADVANTAGES OF A MEDICAL COLLEGE AT A his capacity to treat. 
University CENTRE of those who plead for the retention of the licentiate 

I, therefore, personally think that a medical college course of medical study. 
should be located at a university centre as far aS from the Russian example, where the Russian analogue 
possible, so that the medical student is enabled to of our licentiate—the ‘feldsher’ doctor as he is called— 
take a lively interest in literature and arts. A close was produced on a mass scale, to meet a similar 
contact between the students and the staff of the several national demand for medical aid. The experiment is 
faculties is of great mutual benefit. It has been said said to have succeeded in Russia, with excellent results. 


The strong stand thus taken by the minority 
requires to be very carefully examined. We cannot, 
of course, attach much weight to statistics. 
important decision in human affairs is ever taken on 
It may be quite true that 
83 per cent of the total ailments are amenable to 
‘simple treatment if given in time. But the question 
is, who is to ensure that the simple is differentiated 
from the complex and that this is done in time. Great 
indeed is the tragedy in life, that arises from the 
simple being mistaken for the complex and_ the 
complex for the simple. 
tion, mass scale of production, and cheapness of 
production are the three advantages which have 
appealed to the minority, as arising out of the Russian 
I feel that these three factors are exactly 
the most serious defects of the scheme. 
incompatible with orderliness, mass-scale with eff- 
ciency, and cheapness with quality. These are defects 
e any ag ey of education too serious to be ignored. 
; : : re , the time gained is not much. If you admit 

Coming to the point of the medical training proper, ating a batch of students for the licentiate course and 
We ‘find ‘that ‘there ‘ts a sharp difference; as already another batch for the graduate course and if you 
: : : . _ insist, as you ought to, on the preliminary qualifications 
important question of the unity or duality of standards Gem, toe: 
As for mass production, there is even now no dearth 
pe of doctor, the basic doctor as they call him— of applicants for the medical colleges. By suitable 

scholarships and stipends, we can attract candidates, 
production of two classes of doctors—one well trained from the poor and backward communities and depressed 
classes as well. As for the cheaper cost of produc 


by a great authority “If literary studies lead to clear 
and effective expression and clear and effective think- 
ing, scientific studies ventilate, inform and vitalise the 
literature. | The* separation of the two disciplines 
specially at the adolescent age of mental development 
does injury to both.” I would even go to the extent 
of saying that all those who can afford it, should get 
an arts degree with an optional subject of science, 
before embarking upon a study of medicine, long and 
arduous as it is. But it is only a few that can do 
it. The Bhore Committee suggest that the only channel 
for the grant of medical qualifications should be the 
universities, though they do not say that medicine 
should be taught only at a university centre. In any 
case, it cannot be denied that a university centre has 
distinct cultural advantages. And it goes without 
saying that training for a licentiate course is to remain 
necessarily defective in this respect, isolated and cut 
off from all university atmosphere. 


Unity or Dvuatity or STANDARDS? 


stated, in the Bhore Committee report, on the very 


This demands careful consideration. While the 
majority of members plead for the production of one 


there is a minority who plead as vehemently for the 
and the other less well trained, not to say ill-trained. 


ADVANTAGES OF DUALITY EXAMINED 


The immediate need of India is for medical aid 
ssible and on a scale perhaps unpre- 


as early as 
modern history of any country. The 


Secondly, as mention y me aiready, medicine : ; 
Modern medicine is communal in outlook and is based ©” 68.000 « ati hil Enek 
upon a broader and positive conception of prevention TOF every Of population, in 
parr is one for every 1000. In short the need for 
. octors in India is on a war emergency scale and 
the fo Nave be tacked on lines of war emergency. Tn i 
of the future is to play his part nobly and well. of national crisis we have to sacrifice our academic 
_ Having regard to the fact that all the superstruc- standards and ae: 4 — in this hour of national 
ture of modern medicine is based upon a deep founda- S™eTSency, we shou €, provision to produce a 
sort of ; make-shift doctor”, won course of study 
: ine is curtailed to 3-3%4 years, and whose training there- 
biology, even the minority report accepts the I.Sc. as rs Pica! ‘ ric 
the minimum general educational qualification for the and patchy, aid 
L.M.P. course also. But from the stress that is justly 
laid ines these. subjects. from an early. stage of educe- the ailing millions of India. It is said that in a statis- 
tion, a deplorable impression gains ground that for tical survey in Bhopal State, 837% of total ailments 
pti ao nee to simple treatment, if given in time, 
as : - and 13% needed hospitalisation and that only 4% 
This son a mistaken notion that ought to be urgently | equired specialised treatment. 
COSREGEE. shows the large sphere of utility of the less well- 
trained doctors as only 4% of diseases fall beyond 
This in short is the contention 


This investigation 


They draw their inspiration 


the basis of statistics. 


Rapidity of produc- 
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tion, I wonder if such considerations should prevail 
in matters so vital as medicine and public health. 

The immediate need therefore is certainly not the 
establishment of more medical schools for licentiate 
courses, but the immediate conversion of all the 
existing schools into colleges and the opening of 
several more colleges, so that every eligible candidate 
who aspires for it gets admission into a medical 
college. If we make sufficient provision for their 
admission, I dare say that we will be able to produce 
doctors in as many numbers as by resorting to a 
scheme of maintaining two different standards of 
medical education. 

DISADVANTAGES OF DUALITY 

So much for the advantages claimed. I need not 
go in great detail into the several disadvantages. The 
licentiate generally is a dissatisfied member of the 
profession, suffering from an inferiority complex, 
because he lacks the stamp of a university degree. 
He has been making frantic efforts to get a proper 
status and standing in the profession. The facilities 
afforded to him for obtaining university degrees are 
scanty and meagre though the rules and regulations 
of the universities permitting him to sit for the degree 
examination have somewhat been relaxed. I am 
sure the general feeling amongst my licentiate brothers 
is for the abolition of this course everywhere in India. 
If there is one factor which still stands today in the 
way of achieving our ideal of a united profession on 
a country-wide basis, it is an unfortunate want of trust 
and good-will existing still between. the two major 
sections of the profession viz., the graduate and the 
licentiate. The sooner we are able to establish a 
uniform standard of basic medical education the better 
it is for the profession and sooner the ideal will be 
realised. 

In the present war, the Americans have devised 
a shortened system of medical education to meet the 
war demands the so-called 9-9-9 system. But Frank 
Lahey says “The 9-9-9 programme is working fine 
but no one likes it.” “Inadequate training is given 
to young men and they are not qualified under it to Fe 
out and practise medicine of a standard, that the 
medical -profession has set. It is a makeshift and 
compromise system which is one of the sacrifices that 
it has been necessary to make to win the war. Its 
faults make it the more urgent, that plans be set up, 
for further training of these men, when the war is 
over. The abbreviated or hurried curricula in medical 
schools, the depletion of school facilities and hospital 


. staffs, and the abbreviated internships and curtail- 
ment of training at the residency level, all conspire 


to set back medical education in this country not only 
during the war but for several years afterwards.” If 
Americans with all their advantages of fine and 
excellent organisation and huge and immense resources 
take such a gloomy view of the abbreviated and 
hurried curricula, can we, still groping in darkness, 
ill-organised and ill-equipped, afford to embark upon 
a scheme of medical education the disadvantages 
and defects of which have been admitted by its very 
advocates, but which, they think, ought to be put up 
with for sometime as a matter of expediency. 
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Unity or Controt, A CoROLLARY 

This brings me to a consideration of the third 
great unity of medical education, the unity of control. 
It is a necessary corollary to the unities of approach 
and standard. If we want to attain the latter two 
ideals, it is absolutely essential to have a central con- 
trolling authority. India is a vast country divided 
into a number of provinces and states. Medical relief 
and public health is mainly a provincial subject though 
there is provision for concurrent legislation by the 
central and provincial legislatures in respect of the 
medical profession. Any broad reform affecting the 
medical profession as a whole, such as that of medical 
education, cannot be expected to be implemented on 
a uniform standard in all the provinces without the 
control and drive from behind of a central agency. 
A few years back two provincial governments 
abolished the existing medical schools and converted 
them into colleges, an example which for some reason 
or other has not been followed by the other provinces 
up till now. Unity of standards is a matter, however, 
within the reach of early realisation in view of the 
Bhore Committee’s report recommending one basic 
qualification throughout India for entry into the pro- 
fession, and that the Indian Medical Council should 
maintain an all-India register. Thus the problem 
of the unity of standards may find a speedy solution, 
a consummation which will be eagerly awaited by the 
profession. 

The attainment of unity of approach is a much | 
more serious question, and the position, as one observes 
from day to day, is really desperate. The demand for 
the recognition by the government of the several 
systems of medicine is growing strong every day. It 
is not logic and reason that shape the course of history 
but belief and sentiment. It .is difficult for any 
government to withstand public pressure. It is 
possible that each provincial government may take 
a decision, one different from the other. The Bhore 
Committee were aware that “In China and Japan a 
moratorium extending to a definite period of years 
was declared after which the practice of the indigenous 
systems of medicine in those countries would not be 
recognised. The indigenous systems of medical treat- 
ment were nowhere recognised in the Soviet Union.” 
In spite of this, it is unfortunate that they confined 
their proposals merely to the country-wide expansion 
of the modern scientific medicine, leaving the provincial 
governments to decide the utility of the indigenous 


systems. 


A Correct ORIENTATION IMPERATIVE AND URGENT 


I really think that this is a subject which ought 
to be settled once and for all by the Central Govern- 
ment, after a thorough investigation by a body of 
experts. It must lay down one uniform policy for 
the whole of India and create a board of medical 
education to enforce and control the putting into 
effect of this policy in the provinces and _ states. 
Otherwise while as we rejoice that the day is come, 
after all, for the realisation of our long cherished ideal 
of a united profession, we have to face chaos and con- 
fusion. The various sets of practitioners owiug 
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allegiance to different schools and systems of medicine 
cross swords one with the other in a cut-throat com- 
petition. It leads to a dreadful demoralisation and 
deterioration in medical practice, with disastrous con- 
sequences. This is a prospect which no one can afford 
to contemplate with equanimity. It cannot but arouse 
strong feelings of horror and revulsion. It may take 
long years of strife and struggle, trouble and travail 
to undo the incalculable harm and mischief that may 
result from a wrong decision at the present moment. 
The decision becomes all the more vital because of its 
baneful and woeful repercussions on the other branches 
of professional education subsidiary to the medical, 
namely, dental, pharmaceutical, public health, nursing 
etc. A correct orientation in medical education at 
this stage is imperative and urgent. 


TEACHING AND RESEARCH 


Till now I have dealt with the three essential 
requisites for a scheme of basic medical education in 
India, somewhat at length. During the course of the 
discussion we have also seen how very urgent and 
immediate is the need for a large increase in numbers. 
What is wanted is production on a mass scale consistent, 
of course, with quality. A good scheme of medical 
education with well balanced curriculum and good 
number of pupils, sufficient material facilities, by them- 
selves are not enough. The success or failure of any 


_ educational scheme depends mainly upon its teachers. 


We do not have the long experience and have not yet 
established the lofty traditions of the universities in 
the West. Just now there is a miserable shortage in 
numbers also, which is bound to be felt all the worse, 
with the opening of new medical colleges. Urgent 
and immediate steps.must be taken for post-graduate 
study here and abroad. Closely related with teaching 
is research. This is another sore spot which is very 
painful to dwell upon. In this age of plethora of 
research, it is distressing to notice that our own 
specific contribution till now is very small. Our 
medical literary output is meagre and cannot compare 
favourably with the fine standard that obtains in the 
West. I cannot say, there is any want of aptitude 
or the intellectual make-up necessary for undertaking 
a life of research in India. It is the want of facilities, 
want of guidance and encouragement. It is want of 
ideas and ideals. It is want of a proper conception 
and comprehension of medical education. Our insti- 
tutions have not yet become imbued with that 
atmosphere of research which pervades the great 
centres of learning in Britain or America. This is a 
matter again for the Universities and the Government 
to take the initiative and interest, but the medical 
profession has got a very heavy responsibility too. It 
has got a triple function and purpose to fulfill. It has 
got to provide not only its doctors and teachers but 
also its discoverers. It must rise up to the occasion. 
Your place in medical science, rests ultimately on 
the attempts you have made yourself to get nearer to 
the goal of truth. When the time comes for reckon- 
ning, let it not be said any more that you were weighed 
in the balance and were found wanting. 
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A Correct LEAD, THE RESPONSIBILITY OF MepiIcar 
PRoFESSSON—PoOPULAR Support ESSENTIAL 


Thus, it is seen that planning for the future of 
medical education in India is "Bese with several 
intricate problems of peculiar character and com- 
plexity. The heavy responsibility of giving a correct 
lead and direction naturally devolves on you, members 
of the medical profession, for it is a matter which 
interests you and affects you. Whatever decision you 
take, and whatever advice you wish to tender, 
remember, it can be effective only with the active help 
and willing support of the people. Remember, they 
still look differently from you on these matters. You 
must try to bring them over, to make them understand 
and appreciate your point of view and realise the 
identity of your mutual interests. You must attempt 
to clear their doubts and remove their suspicions 
regarding your credentials and bona fides. It 
requires very soft and gentle probing and handling 
lest you should tread upon their long cherished but 
untutored feelings and sentiments. Mere verbal 
assurances and pious protestations do not carry con- 
viction. You are judged by your deeds. Your 
attempts at gaining their confidence and trust depend 
for their success not only on your professional efficiency 
but also upon the mental and moral influence you bring 
to bear upon them. Your unstinted service and 
unsullied character must be able to win over and com- 
mand their respect and regard for your opinion and 
advice and you must be able to carry them with you 
in all your efforts and endeavours. 


UnIon 1s STRENGTH 


You may fast increase in numbers, but mere 
numbers alone do not make for success. Much more 
depends upon the standard of your professional 
morals. You must rise above all paltry considerations 
and petty temptations. In medicine, as in every other 
profession, money is the chief temptation. It is also 
the main source of sowing seeds of jealousy and ill- 
will between one and the other. Remember, your 
success depends finally upon the strength of your 
union. Your success depends upon your holding fast 
to one another in a spirit of brotherly affection, love 
and harmony in all your trials and tribulations. 


No Grounps ror DEspoNDENCY 


As for the ultimate triumph of your noble mission, 
there can be entertained nq manner of doubt or 
diffidence. I am personally not at all discouraged or 
disheartened when I think of the conditions that pre- 
vailed 33 years ago as I qualified and entered the 
service. We were far, far fewer in numbers, dumb 
and inarticulate, with no ideas whatever of a corporate 
existence. We had no ambitions or aspirations worth 
the name. The only thing that mattered at the time, 
was perhaps how to make money, and those who were 
lucky did very well indeed, for then there was none 
of this present day cut-throat competition. But what 
may strike most surprising and revolting to your 
minds is this: A licentiate started’ as a sub-assistant 
surgeon or hospital assistant as he was then called on 
Rs. 30 or 40 a month and finished as a sub-assistan 

(Concluded in page 22) 
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NEED OF SCIENTIFIC MEDICINE IN INDIA 


No advancement of our country is possible with- 
out the simultaneous changes in the health of the 
people. The health of our people is far from satisfac- 
tory. In comparison with countries of the West we 
stand at the bottom of the ladder. In the average 
expectancy of life, mortality and morbidity from 
various diseases both general and tropical, in the 
sphere of public health, our records are miserable. 
India has about 47,000 medical practitioners for her 
400 million inhabitants. The public health service in 
the provinces are almost as ancient as in England a 
century back. As a result this country has become 
the home and play field of almost all the tropical 
diseases with their appalling mortalities. The com- 
bination of backward social and economic conditions 
has firmly entrenched these preventible diseases. This 
in its turn has checked the healthy growth of people 
and has added to the lowering of economic condition 
of the people. The Public Health department in every 
province has always been the most neglected for the 
last century so far as finance is concerned. As such 
47,000 medical practitioners could hardly give relief to 
this mass of suffering humanity. For obvious reasons 
the profession confined its activities in the urban areas. 
The rural areas continued to suffer and are still 
suffering. The larger part of the population in 
villages had no other choice than to resort to 
indigenous medicine, and also to quacks. The indi- 
genous system of medicine is also cheaper in com- 
parison to scientific medicine. This is why ancient 
and mediaeval medicine are still alive and are 
practised on a large scale. But hardly have we heard 
that scientific medicine has not been patronised on a 
wide scale when it reaches them free or is within their 
means. We do not believe that rural people have a 
special fascination for ancient or mediaeval medicine. 
Being illiterate and backward any new move is 
resisted. But a proper method of approach with 
sympathy can always overcome this obstacle. 


Tirumal Rao has advocated the need of scientific 
medicine in India in an article published elsewhere in 
this issue. He has emphasised the need of one 
medical science, one basic qualification and one medi- 
cal profession. He pays a great tribute to ancient 
Indian medicine, which reached its zenith in the 
Buddhist period. But it gradually declined, became 
static in conception and practice, having lost its genius 
to absorb and assimilate fresh facts and ideas. There 
is no doubt that the success and extent of medical 
treatment in ancient India were higher than any other 


country. It is worth while to study this history of © 


Indian medicine and enquire into the detailed pharma- 
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copeeia from the Institute of the History of Medicine.+ 
It will be futile to revive it with an admixture of 
physics, chemistry, anatomy, physiology and pathology. 
This peculiar hotchpotch was tried in some of the 
provinces of India and proved to be an absolute failure. 

India is in a period of transition. After a long 
period of stagnation, it is now dynamic and full of 
life. During this time there is always a tendency to 
look back on one’s cultural heritage. One is proud 
to have such a heritage. India is justly proud of her 
ancient physics, chemistry, medicine and astronomy. 
But this fact has not prevented us from pursuing 
modern science and keeping India on a level with 
other countries. Science is neither eastern nor western 
—it is international. No nation can survive as a nation 
unless it accepts science with all its implication. So 
one wonders when attempts at resuscitating ancient 
medicine are seen in some quarters backed by 
nationalistic elements. 

It is doubtful whether money spent on these 
endeavours will serve its purpose at all. Scientific 
medicine is followed by all countries of the World. 
It has proved its worth in many fields of curative and 
preventive medicine. Local indigenous systems are 
matters of history. Investigation as to its nature and 
methods are done by the department of the History 
of Medicine. It must not be understood that scientific 
medicine is perfect or complete. Science itself is not 
so. But it is progressive, critical and adaptible to 
new ideas, or discoveries made from time to time. 
Countries in the West have made vast strides in 
scientific medicine. This progress is reflected on the 
general health of the population with low incidence 
of epidemic and endemic diseases. It is profitable to 
study the progress of U.S.S.R. in the application of 
scientific medicine within a brief period of 20 years 
only. Consequently the Bhore Committee recom- 
mends the scientific system of medicine for our suffer- 
ing countrymen. The Committee opines,? “We do, 
however, say quite definitely that there are certain 
aspects of health protection which in our opinion, can 
be secured wholly or at any rate largely only through 
the scientific system of medicine.” The much pub- 
licised cost of scientific medicine should not stand in 
the way. Because in future India no individual should 
fail to secure adequate medical care because of 
inability to pay for it. 

In this connection we take the opportunity to 
quote extracts from the Convocation Address of the 
former editor of this Journal, Late Sir Nilratan Sircar, 
delivered before the Andhra University on the 
7th October, 1939. It will be seen that those remarks 
are still necessary to repeat from every platform. 
Sir Nilratan said: 

“With the establishment of provincial autonomy in the 
provinces, efforts are being made to give official recognition 
to the Ayurvedic, Unani and homceopathic systems of medicine. _ 
The basic sciences of chemistry, physics, biology, physiology, 
pharmacology, pathology and bacteriology are the same all 
over the World. The present tendency to register practitioners 


* Sigerist, H. E—Report of the Health Survey & Develop- 
ment Committee, 1946, Vol. III, p.. 204. 


* Report of the Health Survey & Development Committee, 
1946, Vol. IV, p. 73. 


No.1 
DICAL 
4 
re of 
-veral | 
com- 
orrect | 
mbers 
n you | 
ander, 
> help a 
they 
You 
‘stand 
e the 
tempt 
icions 
ndling 
d but = 
verbal 
7 con- 
Your 
— 
4 


JOURNAL 
1. 


of various so-called systems of medicine, lacking systematic 
* scientific training of any sort, is a move in the wrong direction. 
We do not call a barrister or an advocate now practising in 
India according to communal denominations. Science is pro- 
gressive and must be the same throughout the World. The 
criterion of the right of a doctor to medical practice or to the 
privilege of registration, must depend on the basic knowledge 
he possesses of the fundamental sciences of chemistry, physics, 
anatomy, physiology, pharmacology, pathology and of medicine, 
surgery, midwifery, and other cognate subjects. No system 
of medicine, Ayurvedic, Unani, or any other, can get on without 
the help of modern basic sciences. There should be no spirit 
of communalism or opportunism of millions of ignorant and 
helpless villagers whom we have failed to educate or elevate. 


EDITORIAL 
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The question of prevention of epidemic diseases cannot be 
successfully solved, unless scientific methods of proved efficiency 
are adopted. How can we apply all the different systems of 
medicine towards that end? The proper move should be to 
have one medical science which has been worked out by the 
scientists all over the World, incorporating into it whatever 
good there may be in the indigenous medical sciences of the 
country. If this is done there will be one medical register in 
the country which should facilitate the control of medical relief 
and sanitation for the entire population. If India is to achieve 
her place among the first rank nations of the world, she must 
advance with the help of modern sciences and she must dis- 
courage retrograde measures of the sort that are being 
encouraged in some of the provinces, without forethought and 


_imagination.” 


(Concluded from page 20) 


surgeon on Rs. 80 or 90 a month. A graduate started 
as an assistant surgeon on Rs. 100 a month, and ended 
his career on Rs. 200 a month. Each one was quite 
content to carry on with his load just as any beast 
of burden. I never dreamt when [ entered service 
that, I shall ever occupy the position I did, on the 
staff of a medical college. I never dreamt that today 
towards the close of my official career I shall have 
the honour and privilege of discussing in all humility 
with you, fellow members of a fraternity of the status 
of the Indian Medical Association, some of the large 
problems affecting our profession, in the gracious 
presence of the Hon’ble Minister for Public Health. 
It augurs very well for the future. 


Vision oF A Happy FUTURE 


I see a vision that ere long will be realised the 
ideal of an united medical profession, embracing in its 
fold members from every province and state of India. 
I see every member beret of all sense of inferiority 
and superiority, animated with the same unfaltering 
and unflinching faith in the science of medicine, and 
practising that science with the same noble artistic 
sense of human life and its problems. I see every 
one happy, the doctor to treat and the patient to be 
treated. I see medicine twice blessed, blessing him 
that gives and him that takes. It is a vision worth 
dreaming, but I wake up with the sad conviction that 
it shall ever remain a vision unless we plan our 
future properly, with the faith of a fanatic in the 
three unities—the unity of approach, the unity of 
standard, the unity of control; one medical science, 
one basic qualification and one medical profession. 


XXIII ALL-INDIA MEDICAL CONFERENCE, MADURA, 1946 


In connection with the All-India Medical Conference to be held at Madura during the 
coming X’mas week, arrangements are being made to run a special train from Madras to Madura 
and back, provided sufficient number of doctors intimate the undersigned about their visit to 
Madura and remit the railway fare in advance. Tours from Madura to Trivandrum and back 
ane Pamegewrata and back will also be arranged, if intimation is received immediately. The 

wi 


Madras to Madura—I Class Rs. 40-8, II Class Rs. 20-4, III Class Rs. 6-14. 
Madura to Trivandrum—I Class Rs. 27-8, II Class Rs. 13-8, HI Class Rs. 4-10. 
Madura to Rameswaram—I Class Rs. 13, II Class Rs. 6-8, III Class Rs. 2. 
_ On the return trip from Madura to Madras, one day’s halt at Trichinopoly for visiting 

Srirangam and other places of interest can be arranged. 

_ , Doctors visiting Madura with their families will be lodged as guests of families, if they 

intimate the undersigned the number of members accompanying and whether they are vegetarians 

or non-vegetarians. 

Any further information will be gladly supplied. 


P. A. S. RAGHAVAN, 
Secretary in charge of Transport, 


Telegrams: 
XXXIII All-India Medical Conference. 


\ 
Dr. Raghavan, Trishinopoly. 
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VERTIGO IN HYPOTHYROIDISM 


Atuens (Minnesota J. Med., 29 :562, 1946) presents thirty 
patients, characterized by recurring attacks of vertigo, fatigue, 
low basal metabolism and low blood pressure. Desiccated 
thyroid gland generally gave relief from symptoms in twenty- 
five patients who were treated. Some points of similarity 
between this symptom complex and Meniere’s syndrome are 
noted. The possibility of attacks of vertigo being precipitated 
by the accumulation of waste metabolic products in the 
endolymph is suggested. Routine basal metabolic studies and 
blood cholesterol determinations should be made in patients 
with Meniere’s symptom complex. 


Tissue Damace Due To 


Kreysurc (Lancet, 1:338, 1946) writes that the reaction 
to severe or prolonged cold is due to a sinlge factor: acute 
aseptic inflammation from tissue damage caused by the lowered 
temperature, the freezing to ice, and the deprivation of oxygen. 
The special characters of the inflammation after exposure to 
cold are the acute onset and the prominent vascular reaction. 
The respective end-results of exposure, with and without freez- 
ing to ice, differ only in degree, not in principle. 

The inflammatory reaction to freezing is sharply limited. 
It shows that the main vascular reaction is strictly local and 
limited to the minute vessels, and that the metabolic products 
involved in this reaction are very little diffusible. The type of 
response and the type of necrosis show great similarity to the 
corresponding response to exposure to ultraviolet light. The 
reaction of light has, however, a longer latent period. 

The practical consequence of this view for the treatment 
of injuries to cold is to place frostbite, freezing, and trench 
foot and allied conditions on the same basis. The tissues must 
necessarily be brought back to normal temperature and normal 
circulation; but the process of return to normal conditions 
involves the danger of the development of stasis. If the 
exposure has been prolonged, very severe, or both, the develop- 
ment of stasis may be nearly instantaneous and unavoidable, 
and no treatment whatsoever can be of any use. The medical 
assistance is of importance when the tissue is in the stage 
of pre-stasis”. It is then of value to prevent a wrong treat- 
ment which may precipitate full stasis and to prevent a condition 
of pre-stasis from proceeding spontaneously to stasis. In the 
latter case medical intervention retards or hinders an ordinary 
tissue reaction. 

Empirical experience has already established the principles 
of such treatment: 

1. Avoid rapid heating and avoid rubbing. 

2. Place the limb in an elevated position and observe 
carefully the vascular reaction. If the vascular response is rapid 
and fulminating, with raised temperature of the skin, the limb 
should be moderately cooled by not returning to an injurious 
low temperature with ice-packs or similar treatment. Lear- 
month and Ungley (1943) have proposed a very simple and 
logical treatment, according to the principles accepted ‘in this 
review: “to nurse these patients on their face, with feet and 
legs uncovered and elevated, by an open window in default of 
a fan. 

a. Keep the skin aired and dry to avoid maceration of 


the epidermis. A macerated tissue is more easily penetrated 


CIRCULATION AND RESPIRATION DurING FEvER 


ALTSCHULE AND OTHERS (J. Clin. Invest., 24:878, 1946) 
studied changes in the respiratory and cireulatory functions of 
8 patients following the intravenous injection of typhoid vaccine. 
The febrile reaction consisted of 4 phases: (a) prodrome, 
(b) chill, (c) flush, (d) defervescence. Each had distinctive 
clinical features and, except for the prodrome, each was 
characterized by physiologic phenomena. The chill phase was 
characterized by intense vasoconstriction, decreased cardiac 
output, slowed: circulation time, hyperventilation, alkalosis and 
oliguria. There was an initial hypertension followed by hypo- 
tension and, in some experiments, shock. The flush phase was 

characterized by severe vasodilation, drenching sweats, increased 

cardiac output, accelerated circulation time, a lesser degree of 
hyperventilation, maintained alkalosis, diuresis and in many 
experiments a sudden fall in blood pressure at the onset of the 
phase. Defervescence was characterized by a return of all 
mechanisms toward normal. Lymphatic function was apparently 
increased in the flush phase. No change in circulating plasma 
volume occurred during the febrile reaction. 


SeruM PHOSPHATASE IN LATHYRISM 


Rupra AND BHATTACHARYA (Lancet, 1:688, 1946) write 
that out of the 10 cases investigated in not a single case does 
the serum phosphatase lie even on the borderline, and minimal 
value is 228% higher than the maximum value in normal persons. 
The result is statistically significant. 

The authors suggest that the high serum phosphatase and 
a consequent possible cocarbozylase deficiency in lathyrism are 
related to the aetiology of the disease. They do not attempt 
to explain how or why the serum phosphate rises in lathyrism. 
It is also possible that the high serium phosphatase is the effect, 
and not the cause, of lathyrism. It may be mentioned here that 
the inorganic-phosphate content of serum in lathyrism is 
unusually high. Usually the serum-phosphatase level is a 
measure of the severity of the disease. 


DEATH AFTER SERUM 


The death following the administration of antitetanic serum 
reported by Gardner (Lancet, 1:689, 1946) should serve as 
a warning to all who use serum of any kind in prophylaxis or 
treatment. Fortunately- such accidents are far from common. 
Park (Am. J. Pub. Health, 18:354, 1928) estimated that the 
incidence of alarming symptoms is 1 in 20,000 and of fatalities 
1 in 50,000. Refined serum has since reduced these accidents 
to an even lower level (Top and Watson—Am. J. Dis. Child., 
62 :548, 1941). 

_The pathogenesis of fatalities from such injections is not 
clear. The aerated lungs, congested veins, and subendothelial 
hemorrhages all suggest an analogy with fatal anaphylaxis as 
seen in the guineapig. On the other hand, in most of the fatal 
cases reported in man there has been no history of any previous 
injection of serum that might have acted as the sensitising dose 
which appears to be essential for the production of anaphylactic 
phenomena in animals (Vance and Stressmann—Arch. Path., 
34 :849, 1942). But in both man and animals these related 
conditions are dramatically cured by adrenaline. On the value 
of preliminary testing for sensitivity to the serum there is a 
diversity of opinion; certainly little is lost by caution in the 
rate of administration, but accidents have occurred even after 
testing for skin sensitivity and injecting in small divided doses. 
Probably the warning to which most attention should be paid 
is a history of asthma or of an “allergic. diathesis”. Observance 
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of the following rules would help to prevent similar fatalities. 
(1) The injection of serum or bacterial toxoid must be made 
by the doctor or at®*any rate in his presence. (2) Whenever 
possible refined serum only should be used; the smaller bulk 
of this new product is an added advantage. (3) A sense of 
security should not be harboured on the strength of there being 
no history of previous injections of serum; and a history of 
asthma should be regarded as a warning of serious danger. 
(4) A syringe containing 1 in 1000 adrenaline should always 
be at hand.—Lance?, :694, 1946. 


REACTIONS TO PENICILLIN 


One of the remarkable features of penicillin therapy has 
been the rarity of reactions, but recently it has been demons- 
trated that troublesome reactions are not unknown. How far 
these are due to impurities must remain doubtful until pure 
penicillin is generally obtainable. Commercial penicillin now 
contains some 30% of impurities, whereas in the early days it 
contained 80-90%, and increasing purification has certainly 
made reactions increasingly rare. Even now, however, Cormia 
and others (Bull. U. S. Army Med. Dep., 4:604, 1945) have 
encountered reactions severe enough to necessitate the discon- 
tinuance of penicillin therapy in 0-5% of 2000 U. S. soldiers 
given long courses of the drug for various infections. Reactions 
to penicillin like those to the sulphonamides—may appear either 
soon after administration begins, where the patient is “naturally” 
hypersensitive or has been sensitised by a previous course of 
penicillin, or some days later when the patient has acquired 
sensitivity during the course of treatment; commonly, as in 
the cases reported by Major Haswell and Captain Wilkinson, 
the reaction will then appear, like serum-sickness, after adminis- 
tration has ceased. 

It seems fairly certain—though the result of skin tests are 
not conclusive—that penicillin itself can produce a contact 
dermatitis after protracted application. Pyle and Rattner 
(J. A. M. A., 125 :903, 1944) and Barker (Lancet, 1:177, 1945) 
described cases in doctors and orderlies who had been making 
up penicillin solutions for a long period; patch tests with 
crystalline penicillin were positive in Pyle’s cases. Cormia and 
his colleagues report a case of severe urticaria and angioneurotic 
oedema, leading to pulmonary oedema, beginning 24 hours after 
the local application of penicillin ointment in a soldier who had 
received two courses of parenteral penicillin in the previous 
month; these had presumably produced sensitivity. Of the 
reactions produced by intramuscular injection by far the com- 
monest form is urticaria; among the 209 surgical cases treated 
with penicillin by Lyons in 1943, urticaria, sometimes accom- 
panied by fever and abdominal colic, developed in 5-7%. Cormia 
and his colleagues also mention a reaction resembling serum- 
sickness; also acute syncope, transient miliaria-like eruptions, 
erythematovesicular eruptions at times simulating dermato- 
phytosis, erythema nodosum, and epididymitis. They give one 
example of epididymitis arising in the penicillin therapy of 


early secondary syphilis and quote the 10 examples of epidi- 


dymitis which Rosenberg and Arling (J. A. M. A., 125:1011, 
1944) encountered in 65 cases of meningococcal meningitis 
treated with penicillin. From a small study with intradermal 
tests they conclude that fungus diseases of the skin predispose 
to penicillin reactions. 

Lyons (J. A. M. A., 123:1007, 1943) takes the view that 
urticarial reactions are so transient that they can usually be 
ignored and penicillin therapy continued in spite of them; this 
can hardly apply, however, where there is a severe general 
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-variation in individual requirements. As much as 400 gm. 
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reaction. Macey and Hays (Nav. Med. Bull. Wash., 45 :1143, 
1945) have obtained good results in severe reactions with intra- 
venous infusions of 50 c.cm. of 50 per cent dextrose solutions. 
—Lancet, 1:316, 1946. 


AMINOTHIAZOLE IN THYROTOXICOSIS 


PEeRAULT AND Bover (Lancet, 1:731, 1946) write that it is 
impossible today to think about thyrotoxicosis without con- 
sidering the antithyroid drugs. Among the preparations found 
in this group aminothiazole has been found very effective, 
reliable, and easy to handle. 

Without dispensing entirely with surgery, one may use 
antithyroidic products in preoperative treatment, even in very 
grave cases. It is largely equivalent to iodotherapy. 

In most cases, however, the indications for the use of the 
drug do not stop here. It may be used alone to provide com- 
plete cure in recent or mild cases. In other patients it will 
bring about a balance equivalent to functional cure, treatment 
then being with smaller doses. 

Aminothiazole is harmless ehough to be given in cases in 
which though thyrotoxicosis is not definitely diagnosed, it is 
possibly present. 

Dosage—The drug was given exclusively by mouth in 
either cachets or tablets each containing 0-01 gm. of amino- 
thiazole. The effective dose seems to be about 0-4 gm. with 
maintenance doses of 0-3 or 0-2 gm., or even less. This 
dosage is divided into 3-6 portions. It is convenient to give 
three doses during the day, one with each of the principal 
meals. It is best to give it in the middle or at the end of 
the meal. It is better to give a longer uninterrupted course, 
which should last long enough to keep the patient for some 
weeks or months at a weight which is normal for height, age, 
sex and build; to keep the pulse-rate somewhat below the — 
average—i.e., 64-70 and to keep the metabolic rate normal or 
even a little below normal—i.ec., between 1% and 5%. The 
length of treatment varied from three weeks (which is now 
considered too little by the authors) to six months. 

Complications and undesirable effects—On the whole the 
drug is, well tolerated. In the whole series of 129 subjects, 
complications were encountered in 15 (11-6%) ; in 8 cases these 
were transitory and in the other 7 they were severe enough 
to necessitate the cessation of treatment. The details were as 
follows :— 

Drug fever—7, erythema (2 with fever)—3, urticaria—l, 
digestive intolerance (1 with fever)—2 and lumbar pain and 
oliguria—2. 


Fottc Actp 1n Macrocytic ANAEMIA 

Spres (Lancet, 1:225, 1946) writes that the administration 
of synthetic folic acid, either by mouth or parenterally, is 
followed by a prompt hemopoietic response in persons with 
Addisonian pernicious anemia, nutritional macrocytic anemia, 
the macrocytic anemia of pregnancy, pellagra, and the macro- 
cytic anemia of sprue. Associated with this hemopoietic response 
is a striking increase in strength, vigour and appetite. The 
subjective and objective improvement is similar to that which 
follows therapy with potent liver extract. Folic acid was not 
found to be efiective in iron-deficiency anemia, aplastic anemia, 
or leukaemia. 

The author writes that determination of the minimal and 
average dose of folic acid requires the study of many cases. 
His findings up to the present indicate that there was some 


— 


JOURNAL 


LM. A. CURRENT MEDICAL LITERATURE 


had been given by mouth without ill effects, and there were 
five patients who responded to 10 gm. administered by 
mouth, Previously, one of these patients had failed to respond 
to 3 mgm., one to 4 mgm., and three to 5 mgm. of folic acid 
administered by mouth daily for ten days. A total dosage of 


- 20 mg. parenterally or 20 mg. by mouth is tentatively suggested 


by the author. 

A restricted diet was given to some patients in order to 
determine the anti-anemic properties of folic acid as accurately 
as possible. The author stresses that neither folic acid nor 
any other single chemical substance can be expected to take 
the place of all the nutrients essential for good nutrition, A 
restricted diet in the treatment of macrocytic anemia is not 
recommended—in fact, a diet high in protein, minerals, and 
vitamins is prescribed. 

Despite the fact that there are no published reports by 
other workers confirming the author’s findings, his results are 
so striking that he has no hesitation in saying that folic acid, 
a vitamin present in liver, yeast, and other food materials, is 
a potent anti-anemic factor in persons with certain types of 
macrocytic anzmia in relapse. 


LEUKAEMIA TREATED WITH URETHANE 


PATTERSON AND OTHERS (Lancet, 1:677, 1946) write that 
urethane (ethylcarbamate) has beep used in 32 cases of 
leukaemia (19 myeloid and 13 lymphatic) observed over periods 
ranging between eleven months and five weeks. The effects 
produced—represented in the most favourable cases by a fall 
in total white-cell count to normal limits, a tendency for the 
differential count to approach a more normal pattern, diminu- 
tion in the size of the spleen and enlarged lymph-nodes, and 
a rise in hemoglobin level—are remarkably similar to those 
obtained by standard methods of deep x-ray therapy with 
which they are compared. 

There is no indication that permanent benefit may result 
from the use of urethane in either myeloid or lymphatic 
leukaemia; for relapses take place and immature cells may 
reappear in the blood. The cases are too recent to enable any 
statement to be made about effect of treatment on length of 
life. It can, however, be said that the palliative effect is in 
many cases very great. 

Urethane has also been administered in 13 cases of advanced 
carcinoma of the breast and in 11 cases of other types of 
malignant disease. A moderate leucopenia was observed in 9 
of these. In 3 of the breast cases and 4 of the miscellaneous 
group there was a temporary diminution in the size of lesions. 


PENICILLIN AND ACUTE INFECTIONS OF PLEURA 

Fatrr AND OTHERS (Lancet, 1:257, 1946) write that a 
comparison has been made of the progress and end-results 
between two contemporaneous series of acutely infected pleural 
effusions: 14 cases treated by standard methods (controls) 
and 20 cases treated with penicillin and an adapted surgical 
technique (“treated”). 

The results show that in “treated” cases (1) toxaemic 
manifestations disappeared at a significantly greater rate; 
(2) pus formation was speeded up rather than prevented; 
(3) retained pus, even if sterile, produced a recurrence of 
pyrexia; and (4) leucocytosis steadily disappeared as the 
infection was controlled, but the immediate effect of treatment 
on leucopenia was to increase the number of white cells. 

Red-cell examination were not a guide to progress during 
treatment as they are in infections producing severe anaemia, 


Mean healing time-from first pneumonic symptoms to full 
healing has been reduced. from 15-0 to 7-0.weeks, and from 
drainage to full healing from 11-6 to 3-6 weeks. 

Radiological evidence pointed to.the more rapid clearing 
of abnormal shadows, usually within three months, 

Chest expansion more often returned to normal by the end 
of six months in the “treated” cases. 

Evidence that the rapid healing was permanent was that 
there had been no recurrence or residual signs of infection, 
radiological or clinical, in the affected side by the time the 
investigation was completed sixteen months after the last case 
was treated. 

The patients treated with penicillin were fit to resume their 
former work considerably sooner than those treated by other 
methods. 


PALUDRINE IN AcuTE BENIGN TERTIAN MALARIA 


ADAMS AND’ oTHERS (Ann. Trop. Med. Liverpool, 39 :225, 
1945) administered in 147 cases of acute benign tertian malaria 
doses varying from 10 mg. to 700 mg. every twelve hours 
for from fourteen to twenty-eight days. Clinical cure was 
obtained in all cases, Serious side effects were not observed. 
The plasma concentrations and urinary output of the drug were 
determined in groups of patients and volunteers. taking doses 
of 50 mg. and 500 mg. every twelve hours for fourteen days. 


PERICARDITIS 


The cardinal clinical features of constrictive pericarditis 
(certain of which were described in England by Richard Lower 
in 1669, more than two centuries before the work of Pick, 
whose name is so often applied to it) are well established— 
dilated pulsating veins, oedema, ascites, liver enlargement, 
immobility of the heart, and dyspnoea. But the morbid physio- 
logy of the circulation which produces these has only lately 
been clarified by Blalock and Burwell, (Surg. Gynec. and 
Obstet., 73 :433, 1941), Heuer and Stewart (Surg. Gynec. and 
Obstet., 69 :979, 1939), and Hitzig (J..Mt. Sinai Hosp. N. Y., 
8 :625, 1942). The most important effect of the constriction 
of the heart. by its cuirasse of thickened and sometimes calcified 
pericardium is a limitation of diastole; the capacity of the 
pump is reduced, and its delivery is consequently restricted. 
The cardiac output per beat and per minute is lessened, the 
circulation rate slows, the systolic and pulse pressures fall, 
and the heart can respond to exercise only by acceleration. 
These alterations,in the arterial circulation induce a progressive 
“inflow stasis”. on the venous side; the veins dilate and may 
pulsate, and the venous pressure rises. The main brunt of the 
venous stasis falls upon the liver, perhaps because basal cardiac 
adhesions hold wide open the orifices of the valveless hepatic 
veins. 

The radiographic signs of constrictive pericarditis may be 
misleading unless films are supplemented by screening (Sellors— 
Brit. J. Surg., 33:215, 1946) and by tomography (Meier— 
Schweitz. Med. Wsch., 75:479, 1945). In general the heart 
shadow is small with broadening in its upper part from’ dfs- 
tension of the superior vena cava and innominate veins; pulsa- 
tion is diminished, and there’is a reduced excursion of. the 
aortic arch, ascension of the heart with deglutition, and, 
sometimes, calcification in sheets, plaques, or bands. Calcifica- 
tion may, however, mimic or mimicked by calcification in 
a myocardial infarct, in an aneurysm, in a mural thrombus, 
in a coronary artery, or in annular fibrosis round the 


mitral orifice (Hohenner--Fschr, Roentg. Strahl. 61:16, 
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1940); it should be remembered that constriction may occur 
without ‘calcification, and calcification without constriction 
(Sellors). Even the reduction of the ‘size of the heart, once 
regarded as a cardinal sign, is not invariably obvious, for it 
may be obscured by the shadow of a greatly thickened peri- 
cardium (Sellors). The only certain radiological feature is 
a diminished excursion of pulsation which may be quite localized, 
and must be sought by screening all available aspects of the 
heart outline. 

The surgical treatment of constrictive pericarditis has 
become progressively safer since Heuer and Stewart (Joc. cit.) 
in 1939 reported an immediate operative fatality rate of 33%, 
and a later fatality rate of 10% in 143 collected cases. Sellors 
has now reported 5 cases with 1 post-operative death. Against 

. this mortality it may be argued that without operation the 
disease may be compatible with long and active survival—Nils 
Finsen (Ugeskr. Loeg., 11:145, 1904) suffered from it for 21 
years and won a Nobel prize. Yet in general it produces a 
crippling disablement if untreated. Sellors employs a trans- 
pleural approach through the fourth left interspace. He 
removes both parietal and visceral pleura, starting his dis- 
section over the right ventricle, but proceeding quickly to free 
the left ventricle also, to avoid sudden engorgement of the 
lungs. Cardiac arrest (preceded usually by warning extra- 
systoles) and hemorrhage (from opening of the heart cavity) 
are the main immediate dangers, and there is some risk of 
cardiac dilatation and ventricular fibrillation later. 

” After opération, though the pulse pressure risés to normal 
almost at once, the venous circulation responds more slowly, 
but amelioration of symptoms is usually greatly out of pro- 
portion to the improvement in signs. Irregularities of rhythm 
present before operation usually persists after it, but irregu- 
larities which arise during operation are. generally transitory. 
In all four of Sellors’s successful cases the patient recovered 
full capacity for exercise, though one developed a cold abscess 
in the thigh 3% years after pericardiectomy. The possibility 
of operative intervention reawakening a latent tuberculous 
process cannot be entirely disregarded, for there is reason to 
believe that constrictive pericarditis is of tuberculous origin 
more often than was formerly supposed (White—Lancet, 2 :539, 
1935 and Blalock and Burwell, loc. cit.). Sellors indeed 
regards tuberculosis as the most important cause of constrictive 
pericarditis—Brit. M. J., 1:689, 1946. 


Paratytic ILevs IN Severe 


Bastente (Lancet, 1:413, 1946) describes from a study of 
29 cases of severe hypothyroidism the intestinal disturbances 
which may develop in this disease. These disturbances, which 
vary from simple constipation to the development of megacolon, 
and from abdominal distension to intestinal obstruction, appear 
to be very little known. Their clinical and pathological features 
are discussed. ; 

Intestinal paresis may appear as the first important sign 
of an unrecognised or latent hypothyroidism. It is essential 
to describe an “intestinal form of acquired myxcedema. in 
adults” and, in the differential diagnosis .of: intestinal obstruc- 
tion, to, include the “paralytic ileus of myxcedema”, ae: ee 


100 CasEs.or PEeRForATED PEPTIC Ucar 
Forty (Brit.,.M. J., 1:790, 1946) writes that a series of 
100 cases of perforated peptic ulcer were treated by simple 
suture of the perforation, with 17 deaths... The death rate was 


CURREN T MEDICAL LITERATURE 


vol. XVI, No. 1 
OOTOBER, 1946 


highest among the gastric ulcers, and the incidence of these 
was higher in women than in men. 

The after-history of 70 of the 83 surviving patients was 
studied in a follow-up clinic for periods up to five years. 

A recurrence of digestive symptoms occurred in 38 cases, 
in 14 of which they were severe enough to require readmission 
to hospital. The rate of recurrence of symptoms was highest 
in those patients who had suffered longest from their ulcer 
before perforation occurred. 


On the 70 patients attending the follow-up clinic 130 x-ray 
examinations of the stomach and duodenum were made. 
Evidence of a persistent or recurrent ulcer was found on 43 
occasions. Pyloric obstruction was found on only 5 occasions. 


Ten secondary operations were performed, with 2 deaths: 
suture of a second perforation (1 case), gastro-gastrostomy for 
hour-glass stomach (1 case), gastro-enterostomy for pyloric 
obstruction (4 cases) partial gastrectomy for recurrent ulcers 
(4 cases). There has been no return of digestive symptoms 
after any of these operations, 

The evidence of this investigation: provides no justification 
for supplementing suture of a perforation by either gastro- 
enterostomy or partial gastrectomy as an initial procedure. 
‘The proportion of cases eventually requiring secondary opera- 
tions is in the region of J0 to 15%. Periodical re-examination 
will reveal the need for these when it arises, and the opera- 
tions can then be performed with good results. 


Coty TREATMENT oF BuRNS 

Local loss of plasma plays a great part in determining 
the course of a thermal burn, especially in the first 36 to 
48 hours, provided the burn has been severe enough to damage 
the capillaries but not so severe as to cause coagulation and 
necrosis of the tissues. Treatment aims at replacing the 
plasma lost from the circulation of the burned area, by trans- 
fusions of plasma or serum, and by the restriction of fluid 
loss in the burn by the application of pressure dressings, 
(RHINELANDER—Ann. Surg., 117:915, 1943) the degree of 
hembdconcentration revealed by the hematocrit or hemoglobin 
reading being used to control the plasma replacement. 


Local pressure lessens oedema by increasing the effective 
tissue tension, which réduces the escape of plasma through the 
capillary walls. Any treatment which would reduce the blood- 
flow would also tend to reduce the formation of oedema. 
Rose (Northw. Med. Seattle, 35 :267, 1936) reported that the 
treatment of burns by immersing the whole body in cold water 
gave good results particularly in the earlier stages, presumably 
by reducing the local blood-flow. Courtice (J. Physiol., 
104 7321, 1946) has ‘now reported a series of experiments in 
which the effects of local. temperature on fluid loss, hzemo- 
concentration, plasma non-protein nitrogen and plasma protein 
levels, local ‘blood and lymph flow, blood-pressuré, and mouth 
temperature were determined in rabbits, dogs, and goats whose 
limbs had been scalded. His results show that when the 
scalded area is cooled by immersion in ice-water, local blood 
and lymph flow are diminished, local cedema and hzmocon- 
centration are correspondingly reduced, and disturbances in 
blood-pressure, plasma non--protein nitrogen and plasma protein 
concentrations are: less. These improvements can also be 
obtained if the application of cold is delayed for 2 hours after 
the infliction of the burn. The effectiveness of plasma trans- 
fusions was: greater in the cold-treated animals, and a smaller 
volume of plasma was required in that group. 
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Courtice believes that his experiments show that the primary 
factor in the effect of local temperature on fluid loss are the 
blood-flow and the state of the capillary wall. The lymphatics 
and the osmotic balance at the capillary wall are normally 
able to control the amount of tissue fluid and prevent the 
formation of ceedema. When the capillary wall is damaged 
and the normal osmotic equilibrium is thus disturbed, the 
lymphatics are the only channel through which the tissue fluid 
can be removed. In a burned area they cannot drain away 
all the fluid formed, and cedema results. Cooling the burned 


‘ part, by decreasing blood-flow and probably also the capillary 


pressure reduces cedema formation. Cooling also lessens. the 
protein concentration of the lymph, suggesting that the per- 
meability of the capillary walls has been reduced, possibly 
by contraction. It was also found, provided the general body 
temperature was maintained, that application of cold for 48 
hours had no appreciable effect on the healing of the burn. 
The reduction of local cedema will not help to prevent cir- 
culatory collapse, but will also possibly improve the transfer 
of oxygen to the cells which still survive in the burned area 
and whose metabolism may be increased by injury. Webster 
and colleagues (J. Bone Jt. Surg., 24:785, 1942) discussing 
immersion foot, believe that the intense tissue oedema is an 
important factor in impending oxygenation. 

Cold therapy has been successfully used in a number of 
conditions, and if Courtice’s results, which are comparable 
to those obtained by using pressure dressings of experimentally 
burned animals, can be successfully applied to man it may 
prove of value in the treatment of limb burns. Not only does 
cold relieve pain, but it also helps in controlling infection. 
The use of a dry cold apparatus, similar to that described by 
Bigelow and Lanyon (Brit. M. J., 1:215, 1944) would permit 
continuous observation of the burned limb without local 
manipulation. —Lancet., 1:660, 1946. 


TREATMENT OF SULPHONAMIDE-RESISTANT GONORRHOEA 
BY PENICILLIN 


Less (Brit. M. J., 1:605, 1946) writes that a series of 
1,737 cases of sulphonamide-resistant gonorrhoea were treated 
with penicillin and 93-9% were cured. 

The highest percentage of cures in this series was obtained 
with 100,000 units given as ten intramuscular aijertims of 
10,000 units at intervals of three. hours. 

Equally good results were obtained in a small additional 
series of 204 cases with 100,000 units given as five injections 
of 20,000 units at three-hour intervals. 

Less satisfactory results were obtained in a third series 
of 100 cases treated with four injections of 25,000 units at 
intervals of four hours. 

The lower limit of effective dosage (94-3% cure) was 
obtained with 60,000 units given as six doses of 10,000 units 
at three-hour intervals. 

Treatment with 50,000 units and 30,000 units oe 
poor results. 

Treatment with sulphathiazole followéd by 30,000 unts of 
penicillin did not give satisfactory results in a small series of 
cases, and the experiment was not pursued. 

Seventy-five cases which had failed with primary treat- 
ment with penicillin were re-treated with higher dosage of 
penicillin, and 74 were cured. Subsequent results with cases 
not in this series suggest that this. observation is unduly opti- 
mistic. Cases have been observed of persistence of gonococci 


after. 240,000 units given as 15,000 units at three-hour intervals. 
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Genito-urinary complications of gonorrhoea such as epidi- 
dymitis responded rapidly to and were completely cured by 
100,000 units of penicillin. 


+(CxrtntcaL Use or Orat BASAL TEMPERATURE 


Davis (J. A. M. A., 130:929, 1946) writes that. an 
accurate graphic record of morning basal temperatures taken 
orally will provide pertinent data concerning ovarian activity 
and ovulation. _ Such a record should become part of -all 
gynecologic endocrine studies, sterility investigations and in 
any other case in which information concerning ovarian acti- 
vity is important. Temperature curves can be used as con- 
traceptive aids. More widespread clinical use of the physiologic 
phenomenon of body temperature changes should be made by 
physicians. 


Water METABOLISM IN PREGNANCY 
It has long been believed that the maternal tissues retain 


_water during pregnancy, and Chesley (Am. J. Obst. & Gynec., 


44:565, 1944) has made a competent review of the subject. 
The evidence for water retention rests largely on observations 
made on women, and but little on animal experiment. It has 
been repeatedly shown (Diecknann and Wesner—Arch. Int. 
Med., 53:71, 1934) that the blood-volume is increased in 
pregnancy, and that the increase is mainly due to plasma—a 
fact which, incidentally, may suggest anemia although the 


' gross quantity of hemoglobin in the body is greater than 


normal. Since the plasma represents but one part of the extra- 
cellular fluid of the body, it might be suspected that the 
volume of the other part—the interstitial or tissue fluid would 
also be increased. By measuring the dilution of injected 
sodium thiocyanate, Chesley (Surg. Gynec. & obstet., 76 :589, 
1943) has shown that such an increase almost certainly occurs. 
This. substance is believed to spread evenly through the plasma 
and. interstitial fluid, but not to enter the cells. Since it is 


- very slowly excreted by the kidneys, the final concentration 


which it assumes should give a good estimate of the total 
volume of extracellular fluid. On subtracting the volume: of 
plasma, ascertained by other means, the volume of interstitial 
fluid remains. The size of the body is, of course, increased 
by the hypertrophied uterus and mammary glands, and there 
must be a corresponding increase in interstitial fluid; but even 
allowing for this, there is a balance of 2 or 3 litres which 
must be accommodated outside the reproductive tract. Balance 
experiments have shown that ‘sodium is retained during preg- 
nancy, and it seems reasonable to associate the two phenomena, 
although if the sodium were all osmotically active it would 
account for more than the volume of water in question. 
Freyberg, Reekie, and Folsome (Am. J. Obstet. Gynec., 36 :200, 
1938) have shown very strikingly that administration and 
deprivation of salt cause respectively an increase and decrease 
in the weight, of the same pregnant woman. Two factors 


_appear to throw the burden of this extracellular water more 


on the interstitial fluid than on the plasma. They are the 
diminished colloid osmotic pressure of the plasma and the rise in 
venous pressure in the legs, convincingly demonstrated by 
McLennan (Am. J. Obstet. & Gynec., 45:569, 1943) by direct 
manometric readings on the femoral vein in recumbent subjects. 

A discussion on the subject at the section of obstetrics and 
gynecology of the Royal Society of Medicine on Feb. 15 was 
opened along these lines by Prof. W. H. Newton. Dr. G. W. 
Theobald, following, drew attention to a reduction in the 


efficacy _of water diuresis during pregnancy which was very 
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similar to that produced by long standing. He stressed the 
importance of damage to the endothelium of capillary blood- 
vessels in the production of cedema, a point which was endorsed 
by Prof. W. C. Nixon and Prof. F. J. Browne. Professor 
Browne also pointed out that the degree of hypoproteinemia 
usually encountered was insufficient to produce oedema, while 
Dr. Theobald maintained that an increased sodium intake 
could not be held to determine cedema, because the amount 
retained during pregnancy was large enough to account for a 
much greater volume of water than was ever found in practice. 
The cedema of severe hypoproteinzemia was touched upon by 
Dr. Frederick Bunje in recounting his experiences as. a 
prisoner of war of the Japanese, and Professor Nixon des- 
cribed the effects of vitamin B deficiency on toxemia. 
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- It is probably safe to say that a certain amount of water 
is retained during pregnancy, and although no one of the 
various factors mentioned above is alone sufficient to determine 
it, the evidence from all together is irresistible. The amount 
probably varies greatly, and it is difficult to say whether some 
cases of actual oedema are “physiological” or not. It can 
scarcely be doubted that the tissues are prone to cedema at this 


' time, and that, whatever the decisive pathological lesion may 


be, it finds the ground well prepared. In view of the known 
effects of steroid hormones on the metabolism of water and 


salt, it is not unlikely, as Professor Browne suggested, that . 


the fundamental change is endocrine in nature, but at present 
there is no direct evidence of this—Lancet, 1:315, 1946. 


_ XXIII ALL-INDIA MEDICAL CONFERENCE, 1946 


Dear Doctor, 


Office of the Reception Committee, 
65, Naicker New St., Madura (S. India). 


The 23rd All-India Medical Conference will be held at Madura (S. India) in the premises 
of the Madura College. Sir A. Lakshmanasamy Mudaliar, M.D., LL.D., D.SC., F.R.C.0.G., F.A.C.S., 
Vice-Chancellor, Madras University, inaugurates the Conference. The Conference will be in 
sessions from the 27th to 30th of Dec. *46 under the presidentship of Capt. P. B. 


Mukharji, M.B., F.R.C.S., F.F.R., D.M.R.E. 


_ The Reception Committee has the pleasure to extend its invitation to colleagues all over the 
country to attend the Conference in large numbers and make it a success befitting its all-India 


character. 


It is proposed to hold in connection with the conference the following :-— 


1. An open session of the conference: where matters of vital interest to the profession will 

be discussed. Resolutions intended to be moved in the conference by the members, delegates and 

_ the branches of the Indian Medical Association should be sent to Hony. General Secretary, Indian 
Medical Association, Calcutta, with a copy to the Hony. General Secretary, the 23rd All-India 


- Medical Conference, Madura, before 15th Dec. ’46 


2. Scientific session: where professional and allied scientific papers by leading members of 
the medical profession will be read and discussion held. There are seven scientific sessions during 
the conference. Papers read at the conference shall not be read or published elsewhere except 
in the Journal of the Indian Medical Association at the discretion of the Editor. 


3. An exhibition of medical and other allied products is also being held in the spacious 
grourids of the Madura College where all the leading firms in India are taking part. 


_ Delegates and visitors intending to attend the Conference are requested to immediately contact — 
_ the Hony. General Secretary, the 23rd All-India Medical Conference, Madura, at 65, Naicker 
.- New Street, Madura (S. India) and inform him in time about their arrival. Owing to ration 
_ difficulties, if delegates are bringing guests hotel reservations to a limited extent can be made if 


_ intimation .is received well in advance. 


Excursions to Rameswaram, Cape Comorin and Kodaikanal (which will be very cold) can 

oe yt ‘also be arranged if sufficient number is forthcoming. 
1 00 The fees for the Conference are:—For membership of the reception committee minimum 
Rs. 15/-.. For:practitioners who are members of the I.M.A. Rs. 5/-. For practitioners who are 


not members of the I.M.A. Rs. 8/-. For special visitors Rs. 5/-. 


P. N. RAMASUBRAHMANYAM, 
Chairman, Reception Committee, 
XXIII All-India Medical Conference. 
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NOTES AND NEWS 


THE INDIAN RADIOLOGICAL ASSOCIATION, 
MADRAS 


At the First Indian Congress of Radiology, held at Madras 
during 13-16th February, 1946, it was decided to publish a 
journal entitled “The Indian Journal of Radiology” under the 
auspices of the above Association. This will be a quarterly 
and will be supplied to all members of the Association and 
also to radiologists all over the world. — 

The editors request all to cooperate with them by 
sending original articles or case reports for publication in the 
journal. The journal will be published. on art paper and, 
therefore, reproductions of radiographs, illustrations, skiagrams 
etc., if any will also be published. 


INDIAN JOURNAL OF VENEREAL DISEASES AND 
DERMATOLOGY PRIZE SCHEME 


The Indian Journal of Venereal Diseases and Dermatology 
will award a prize of the value of Rs. 250/- for the best 
original essay to be published in the Journal during 1947 (in 
the four issues: March, June, September and December, 1947). 
The writers (all registered medical practitioners) are free to 
select the work they wish to present, the purpose, of the prize 
being to encourage study and research on any aspect of 
venereal diseases, and the art of writing on these subjects. 


MEDICAL DIGEST. PRIZE SCHEME 

The Medical Digest will award four prizes of the aggre- 
gate value of Rs. 500/- for the four original articles according 
1947. 

The writers (registered medical practitioners) are free 
to select the work they wish to present, the purpose of the 
prize being to encourage study, research and the art of writing 
on medical subjects. 


FOURTH INTERNATIONAL CONGRESS FOR 
MICROBIOLOGY 


News has been received at the office of the Indian National 
Committee of the International Association of Microbiologists 
that the Fourth International Congress for Microbiology will 
be held at Copenhagen, Denmark, from July 20-26, 1947. The 
business of the Congress will be conducted through 9 sections, 
as follows :— 

Section I—General Microbiology; Antibiotica; Growth 


‘substances. Section II—Medical and Veterinary Bacteriology; 


Diphtheria; Pertussis; Pathogenic streptococci; Tuberculosis ; 
Brucellosis. Section J]]—Viruses and Viral Diseases; Polio- 
myelitis; Influenza. Section IV—Serology and Immunology; 
Fundamental principles of serology, partly in relation to 
infection-biology, partly from physical and chemical view- 
points. Section V—Variation and Mutation in Microorganisms ; 
Adaptation; Induced mutation. Section VI—Plant Pathology 
and Mycology; Plant pathogenic bacteria—their taxonomy 
and nomenclature; Nomenclature of plant viruses; Physiologic 
(pathogenic) races of fungi; Fungus flora and decay in wood 


‘pulp. Section VII—Water and Soil Microbiology; Antibiotic 


activity in the soil; Nodule bacteria and nitrogen fixation in 


‘the soil; Microbiological methods for determination of soil 
‘fertility; Autotropic bacteria; Methods for quantitative deter- 


mination of Escherichia coli in water; Pathogenic bacteria in 


sewage; Bacteriology of the biological purification of sewage. 
Section VIII—Dairy and Food Microbiology; Sour milk for 
therapeutic purposes; Lactic acid bacteria in silage; Food 

isoning. Section [X—Alcoholic and other Fermentations ; 
Butinl ‘l-acetone fermentation ; Food yeast. 

The Internationa! Society for Microbiology was established 
in 1930 “with the object of promoting scientific thought by 
creating a closer relationship between scientific workers in 
different countries, and especially of spreading the idea that 
all its members were united in a common ideal of peace and 
constant friendship.” 

The Society is directed by a Central International Committee 


‘and a Permanent Commission. The Central Committee is 


composed of members of the Society’s Board, the members of 
the Permanent Commission and the Chairman of the National 

Each country of geographical region forms a National 
Committee made up of workers in various universities, research 
institutes and other institutions concerned. The constitution 
enjoins that workers wishing to contribute Papers must apply 
for membership through the National Committee of the country 
concerned and when the Central Committee approves of such 
application, they then become full members on payment of the 
required fee. The office of the Fourth International Congress 
is located at Kommunehospitalet, Copenhagen, Denmark. The 
office of the Honorary Secretary, Indian National Committee 
(Dr. A. C. Ukil), is located at the All-India, Institute of 
Hygiene and Public health, 110, Chittaranjan Avenue, Calcutta, 
from whom further information on the subject can be obtained. 


For the information of those who will contribute Papers, 
it is stated that a summary not exceeding 200 words should 
be in the hands of the General Secretary of the Congress at 
Copenhagen not later than the Ist January, 1947. 


MEDICAL RESEARCH IN INDIA 


The annual report of the Scientific Advisory Board for 
the year 1945. issued by the Governing Body of the Indian 
Research Fund Association states that 47 independent schemes 
of research work have been carried on in connection with those 
diseases, (¢.g., cholera, malaria, leprosy, plague, malnutrition, 
etc.) which are responsible for high rates of mortality ont 
sickness in India. 


Cholera: Active research work on the cholera vibrio and 
the epidemiology and treatment of cholera, has been resumed. 
A special statistical enquiry to assess the protective value of 
cholera inoculation is in progress in Madras Presidency. The 
Haffkine Institute, Bombay, has evolved a new and simpler 
maethod of manufacturing cholera vaccine by growing the 
vibrios in a liquid medium containing casein hydrolysates. 
Preliminary tests carried out on mice indicate that this vaccine 
has a better protective value than the vaccine prepared by the 
old method. Confirmatory tests to establish this claim are 
carried out at other laboratories. Experimental trials with 
sulphaguanidine in the treatment of cholera have been carried 
out iat the School of Tropical Medicine with encouragi 
results. Further trials on a large scale have been arranged. 
A sum of Rs. 87,000 is budgeted for the ery agere in 
cholera in 1946. . 


Malaria: A series of field experiments including spraying 
from the air were carried out by the staff of the Malaria 
Institute of India. Both oily solutions and watery emulsions 
of D.D.T. were used. D.D.T. is extremely effective against 
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Anopheles minimus, the chief malaria carrier of foot hills of 
Bengal, Assam and-Burma. Experimental trials with the new 
synthetic antimalarial drug paludrine (M 4888) carried out 
on monkeys infected with malaria, show it to be superior to mepa- 
crine in certain respects. A new enquiry on Mammalian Malaria 
has been started at Kasauli in collaboration with the Sub- 
committee on Tropical Diseases of the Royal Society, London. 
The object of this enquiry is to determine if the malaria para- 
sites of mammals also have a similar phase of development 
outside the red cells of the blood, as is the case with the 
strain of parasites responsible for malaria in birds. The 
discovery of such a phase, it is anticipated, is likely to provide 


the much needed clue which might be of immense help in 


evolving really effective treatment for the relapses of malaria 
which unfortunately are so common and are difficult to control. 
A sum of Rs. 1,76,452 (including a grant of Rs. 56,000 for 
research in Mammalian Malaria) is budgeted for malarial 
investigations in 1946. 

Leprosy: Investigations carried out in Madras by the 
staff of the Lady Willingdon Leprosy Sanatorium, Chingleput, 
have revealed some facts which help to explain why certain 
villages situated in close proximity to one another have a much 
higher incidence of the disease than others. It is pointed out 
that ordinarily the disease is not contracted through casual 
contact alone and a more intimate relationship, e¢.g., marriage 
between infected and uninfected inhabitants of two different 
villages is essential for the spread of infection. Segregation 
of cases of leprosy at night where enforced, has resulted in a 
general reduction in the incidence of this disease in the village 
concerned. 

Plague: D.D.T. and 666 have been successfully used me 
killing rat fleas and checking the spread of plague. Further 
improvements have been effected in the preparation of plague 
vaccine at the Haffkine Institute, Bombay. The staff of the 
King Institute, Guindy, have carried out experiments to elicit 
the comparative value of the ordinary .calf lymph and small- 
pox vaccine prepared from chick embryos. A small quantity 
of Influenza Vaccine “A type” has been prepared for experi- 
mental trial. 

Nutrition: -Work carried out in the Nutrition Research 
Laboratories at Coonoor, included the determination of the 
thiamin and nicotinic acid content of different samples of 
yeast extracts, wheat, rice, vitamin tablets, etc. Experiments 
are in progress on the loss in vitamin A content of ghee when 
stored under different conditions. Experimental investigations 
on the nutritional properties of the cocoanut kernel were 
commenced. 

The work on infantile beriberi in Cicibada: as proceeded 
and a report is under preparation. The curative effects of pure 
vitamin B, on. infants suffering from beriberi has been 
abundantly confirmed. The report of the soya bean sub- 
committee was completed and published. A sum of Rs. 1,85,000 
is recommended for researches on nutrition for the year 1946 
of which a sum of Rs. 1,21,000 is to be spent at Coonoor. 

Medical Mycology: Determination of the. species of 

rm fungus common in India was continued at the 
School of Tropical Medicine. For a person susceptible to ring- 
worm and to prevent a re-infection, a 4 per cent Glacial 
Acetic acid solution in 25 per cent alcohol is required. Culture 
of the fungus Malassezia ovalis and preparation of an antigen 
in cases of seborrhoeic dermatitis were continued. A grant of 
Rs. 13,000 is recommended for the continuation of the 
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Pharmacology:' The Drug Research Laboratory, Jammu, 
Kashmir, continued its work on indigenous plants of pharma- 
cological importance. Experiments were also carried out in 
cultivation of pyrethrum flowers at different altitudes and the 
preparation of extracts with different solvents. Investigation 
on the percentage yield of the oil and their physical properties 
in a number of essential oil bearing plants growing wild in 
Kashmir was carried out. A sum of Rs. 6,000 only i is budgeted 
for indigenous drugs enquiry in 1946. 


Penicillin:. Methods for the manufacture of penicillin and : 


other problems connected with it were carried out-at the 
Haffkine Institute, Bombay, and the investigation is to continue 
with a grant of Rs. 17,000 for 1946. 

The Advisory Board recommended to the Governing Body 
an allotment of Rs. 10,64,000 for expenses under various -heads 
for the year 1946. Of this a sum of Rs. 6,60,000 is budgeted 
for independent enquiries and investigations on the various 
diseases, nutrition, etc., to be conducted during the year— 
Science & Culture, 12:42,1946. 


CHOLERA STUDIES IN CALCUTTA 


‘In a control experiment on the treatment of cholera in a 
highly endemic or epidemic area of India, patients were 
taken in rotation as they were admitted to the hospital and 
assigned to the following groups according to the treatment 
given: A, sulfaguanidine; B, control; C, sulfadiazine; D, 
penicillin, and E, sulfadiazine and penicillin combined. All 
patients received supportive treatment in the form of, intra- 
venous, hypertonic and isotonic solution of sodium chloride 
and oral stimulants as indicated to offset dehydration, emacia- 
tion and circulatory failure. Group A received 3 gm. of sufa- 
guanidine every four hours for three days and twice daily 
for the next three days, until a total of approximately 72 gm. 
had been given. Group C received sulfadiazine 1 gm. every 
four hours for the first day and 2 gm. every four hours for 
the following two days, making a total of 30 gm. Group D 
reeeived an initial dose of 100,000 units of penicillin administered 
intramuscularly and 25,000 units every four hours thereafter 
for a total of 200,000 units. Group E received the combined 
treatments of groups C and‘D. It became apparent during the 
investigation that the usefulness of the therapeutic agents to the 
acutely ill patients could not be fully established because of 
the rapid progression into a state of shock, collapse or death 
before the drug could be effective in combating the infection. 
The salines administered were sufficient to offset dehydration, 
but the patients would lapse into shock and die of circulatory 
collapse. Results with plasma adininistration to combat shock 
and prevent collapse were much more encouraging. The circu- 
latory response was definite, the heart sounds became strong 
and cyanosis disappeared quickly. The introduction of the 
plasma factor into a given group apparently lowered the 
death rate of that group, so as to give undue credit to the 
value of the drug used. It was believed, therefore, that a 
much more accurate picture could be obtained by reclassifying 
(1) patients 
treated with plasma in addition to chemotherapy, (2) patients 
receiving chemotherapy alone and (3) a control group con- 
sisting of all patients who had not ‘received treatment or who 
had insufficient treatment or only supportive treatment. In the 
first group the death rate was zero, in the second group the 


death rate amounted to 11 per cent, while in the third group 
the death rate was 38-3 per cent. The value of chemotherapy 
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was clearly demonstrated. The effect of plasma is ‘still more 
evident if the shock’ or collapse cases aré segregated and 
tabulated. There were, in all, 78 severely ill’ patients in« that 
group. The results in the group showed a mortality rate of 


95-8 per cent for the control group, 15-8 per cent for chemo- 


therapy alone and no mortality in the group treated with 
plasma plus chemotherapy. It appears, therefore, that chemo- 
therapy with supportive treatment will effectively lower the 
expected death rate in cholera—J.A.M.A., 130 :790, 1946. 


F.R.S. 

The names of five medical men appear among those recom- 
mended by the council for election to the fellowship of the 
Royal Society. Dr. F. M. R. Walshe, physician to the National 
Hospital, Queen Square, physician in charge of the neuro- 
logical department at University College Hospital, and editor 
of Brain, not only holds high .rank among the neurologists 
of the day but is known throughout the. profession as an 
incisive. writer, brilliant alike in criticism and construction. 
Dr. G. R. Cameron, who as professor of morbid anatomy. at 
University College Hospital, and assistant editor of ‘the Journal 
of Pathology and Bacteriology, has inherited the mantle of 
A. E. Boycott, has during the war been engaged on research 
for the Government, including investigations, familiar to, our 
readers, on the visceral effects of blast and on the local 
absorption of toxic substances such as tannic acid. Brigadier 
J. A. Sinton, V. C., of the Indian Medical Service, was 


‘formerly director of the Malaria Survey of India, and after 
‘retiring in 1938 returned to official service during the war, 


in which his exceptional knowledge of malaria and its trans- 
mission has been re-employed to good purpose. Dr. J. W. 
Trevan, both before and since his appointment. as director of 
the Wellcome Physiological Research Laboratories, has played 
an important part in investigations leading to the clinical trial 
and use of a wide variety of pharmacological substances. 
Dr. G. L. Brown, of the National Institute for Medical Research, 
took part before the war in the work initiated by Dale on the 
transmission of nerve impulses. He becomes secretary of the 
Royal Naval Personnel Research Committee, linking the 
medical department of the Admiralty with the Medical Research 
Council, and he is Hon. Secretary of the Physiological Society. 
We are also happy to note that the non-medical fellows are 
to include Mr. Frank Dickens, D.Sc., at present director of 
research of the North of England branch of the British Empire 
Cancer Campaign, in recognition of his outstanding work on 
cell metabolism.—Lancet, 1:424, 1946. 


AN INTERNATION AL PHARMACOPOEIA 


The healing art of MHipprocrates may recognise no 
distinction of race or nationality, but the reluctance of civilised 
man to depart from medieval standards of «sovereignty still 
denies the world an international pharmacopceia. It is over 
eighty years since the feasibility of compiling such a work 
was first discussed at the International Congress of Pharmacy; 
but it was not until 1902 that a conference called by various 
interested governments was convened at Brussels. This con- 
ference drew up the “First International Agreement for fhe 
Unification of the Formulae of Potent Drugs”, which was 
signed by the representatives of 18 countries and was finally 


ratified in 1906. A second international agreement was drawn 
up at a conference in Brussels in 1925 and was signed by the 


representatives of 26 countries; but only 15 governments rati- 
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fied it, and of these 10 did so with reservations. Among the 
41 articles was one designed to provide for an international 
organisation, under the aegis of the League of Nations for the 
unification’ of pharmacopeeias: In 1937 the Health Organisa- 
tion of the League set up a Technical Commission of Pharma- 
copeeial Experts under the chairmanship of Dr. C. H. 
Hampshire, secretary of the British Pharmacopoeia Commission. 
This commission had just got well under way when war broke 
out in 1939, but as a result of commendable initiative by the 
British and American representatives, some of the work planned 
by the commission has been carried out, and the results are 
recorded in an interim report which has just been published 
(Bull. Health Org. L.O.N., 1945-46, 12, Extract 4). The 
principal contents of this report are: (1) a list of drugs 
giving the usual and the maximum dose, as well as the method 
of administration; (2) a series of monographs dealing with 
some of the commoner drugs in use; and (3) an additional 
list of drugs under study for inclusion in an international 
pharmacopeeia. 

Here at last is a definite step in the right direction. The 
question now is, how much further are we and our fellow 
practitioners in other countries prepared to go? Ten years 
ago, in the preface to the first addendum to the British 
Pharmacopeeia, 1932, the commission, after drawing attention 
to the value of cooperation with the Committee of Revision 
of the United States Pharmacopceia, expressed the hope that 
“this practice, having been once begun, may be continued with 
advantage to both books.” Now that the war is over and 
UNO is getting into its stride (albeit rather painfully), it is 
to be hoped that this cooperation between ourselves and the 
United States will be rapidly expanded to include other countries, 
and that the Technical Commission of Pharmacopceial Experts, 
reinforced by representatives of other countries, will be enabled 
to take up the work from the stage reached by the interim 
report. The increasing potency of modern therapeutic prepara- 
tions makes! more than ever essential an internationally 
recognised (and observed) standard of preparation, potency, 
and dosage—Lancet, 1:745, 1946. 


HOW U. S. TACKLES TUBERCULOSIS 


Although no specific drug has been found which will 
destroy the tubercle bacilli in the human body, widespread use 
of improved methods of detection of the disease in the early 
stages has resulted in a definite decline in the disease in the 
United States—deaths from tuberculosis in 1944 totalled 54,000. 
The methods used to check this scourge should be of special 
interest to India, where tuberculosis deaths in 1945 were 
estimated by the Tuberculosis Association of India at 500,000 
and the number of open cases at more than two million. 

In spite of years of relentless efforts scientists have not ° 
yet been able to find a specific drug that will destroy tubercle 
bacilli in the human body. - One anti-biotic, developed in recent 
years streptomycin—holds considerable promise, but scientists 
warn that much ‘work must be done before they can be certain 
of its effectiveness. Streptomycin, a mould product, is 
currently being experimented with at the famous Mayo Clinic 
in Rochester, Minnesota, where it has successfully controlled 
and cured tuberculous in guinea pigs, but as a cure for humans 
it is still in the early experimental stages. 

Penicillin, another mould product which during the war 
years, so dramatically contributed. to the control of a number 
of diseases, is of no use in the treatment of tuberculosis. 
Equally valueless are the sulfa drugs. 
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Methods of the past—Although in the cure of tuberculosis 
physicians still must rely on methods of the past—rest, 
pneumotherapy (a treatment to collapse the affected lung) and 
proper after-care during convalescence—the incidence of the 
disease in the United States is definitely on the decline. In 
1943 total tuberculosis death in ‘the United States numbered 
57,000; in 1944, slightly over 54,000. 

Credit for the steadily decreasing tuberculosis death rate 
is due to a Variety of factors, including intensive health educa- 
tion campaigns among the masses of the population, better 
nutritional habits, greater facilities for the isolation of the 
sick from the well, the training of ever larger numbers of 
technicians and, particularly, the development of devices for 
the mass detection of the disease. 


Among the most important devices now 
to help detect and thus to stop the spread of germs from one 
person to others is photo-fluography, or miniature film 
radiography, very considerably improved during the war. 
Experimental machines for taking chest X-rays on 35 mm. 
film have been in existence for years, but were too imperfect 
technically for extensive use. During the war the need of the 
armed forces for a device that would screen out tubercular 
cases from the millions of inductees, quickly, accurately and 
at low cost, accelerated the development of present-day 
fluography. 

Today, photo-fluographic X-ray makes it 
possible for a single examining unit to handle from 500 to 
800 persons a day. In the last five years more than 12,000,000 
military personnel and about 6,000,000 civilians have had chest 
X-ray examinations by this method. 


X-Ray Technique—The outstanding attribute of the new 
X-ray technique is that it discovers tuberculosis in’ apparently 
healthy persons. In overwhelming proportion the cases thus 

’ found have been of persons in the minimal stages of tuberculosis. 
As a result, 65 to 70 per cent of patients admitted to United 
States hospitals for tuberculosis are, today, minimal cases. A 
few years ago only 10 to 15 per cent of admissions to tuber- 
¢ulosis hospitals were minimal cases. The comparison of these 
figures proves. that it is, at last, possible to find tuberculosis 
when it can be relatively easily arrested. This also means 
that because of shorter disability periods, more patients than 
ever before can now pay for all or part of tuberculosis care. 
Eventually, it is hoped that every citizen in the United States 
will receive a chest X-ray examination and that such check-ups 
will be repeated annually. 

In the meantime, on the basis of mass-X-ray tests done 
thus far it is known, for the first time, that from 12 to 15 
persons in every 1,000 of the United States population have 

- active or inactive pulmonary tuberculosis. Accordingly, there 

are more than 1,500,000 persons in the United States with 
tuberculosis. Health departments of the various local govern- 


ments have official records of only one-third that number, so- 


there remain hundreds of thousands of diseased persons who 
are unknowingly communicating tuberculosis to others and 
progressively diminishing the chances for their own 
recovery. 

culosis, and to bring them under treatment, there are in the 
United . States approximately . 400. mass radiography units, 
exclusive of equipment used.by the military. Twenty. of these 
units are operated by the Federal Government for demon- 
stration purposes. To date they have been operated in 29 
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states. It has been found that following demonstrations by 
those units, communities are usually convinced of the value of 
mass X-ray examinations and establish their own facilities. 

Public-health Programme—In addition to mobile X-ray 
units, clinics, general hospitals and even private enterprises 
have been establishing their own permanent X-ray installations 
in increasing numbers. Routine examinations of all patients 
admitted to some general hospitals for miscellaneous reasons 
reveal that as many as 22 per cent have tuberculosis. 

Until 1944 control of tuberculosis was not a major activity 
within the Federaf public health programme. Each state 
carried out its own tuberculosis programme in its own fashion. 
The methods used, and the results obtained, were and still 
are varied. 

Each state is dependent upon its own resources to do the 
best it can to fight tuberculosis. However, the wealth and 
resources of the individual states are not necessarily reflected 
in the statistical tables of tuberculosis mortality. As a rule, 
sparsely populated states, even though poor, have low death 
rates. Industrial states containing large and overcrowded 
cities have high mortality records, in spite, quite often, of 
large expenditures for public health. 

Division of Tuberculosis Control—In July, 1944, . the 
Division of Tuberculosis Control was created within the frame- 
work of the United States Public Health Service. Its work 
medical, statistical, educational and scientific. A large part of 
its enterprise is keyed to cooperation with state, municipal and 
private health agencies, so as to avoid duplication of the work 
of other organizations. For instance, in the field of education, 
the National Tuberculosis Association—a private welfare 
organization with 2,500 chapters throughout the country—and 
representatives of the Division have made joint plans to 
produce and distribute health education materials. te 

A considerable number of scientific articles on tuberculosis 
are being written and disseminated by the Division. In March, 
1945, the first textbook, “Mass Radiography of the Chest,” 
was published by the Division. In March, 1946, the public 
Health Reports of the United States Public Health Service 
issued its first of a series of special issues containing articles 
devoted exclusively to tuberculosis control. Subsequent issues 
will appear. on the first. week of each month.. 

. In the spring of 1945 special consultants were . added to 
the staff of the Division to study hospital neéds for the tuber- 
culous. Data on construction and maintenance costs in 
sanatoria in the various regions of the country are in process 
of collection and analysis. Information obtained is to be made 
available to the states in connection with plans for the building 
and operation of such institutions. 

Preliminary arrangements also have been completed for 
the study of the special social and economic needs of the 
tuberculous and: his family and of ways and means to meet 
them. 

Facilities for treatment—While case-finding to discover 
tuberculosis in an early stage is, in the United States, an 
objective that is being slowly but systematically achieved, 
facilities for the treatment and isolation of the sick are still 
inadequate. Over 100 million dollars is being spent each year 
for the maintenance, throughout the country, of, over 90,000 
tuberculosis sanatorium beds, but many more beds are necessary 
to meet all needs. Following the end of the war, some of 


the states began remedying the situation by purchasing Army 


and Navy hospitals no longer needed for military personnel. 
Of much greater scope are the construction programmes con- 
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templated by most states. Many of these programmes are 
already under way and will gain momentum as construction 
materials and scientific apparatus become available. 

Rehabilitation and After-care—Increasing attention within 
the Federal and state tuberculosis programmes also is being 
devoted to the rehabilitation and after-care of patients. In this 
connection, one of the main problems that is being tackled is 
the training of the patient, as he improves clinically, in some 
skill or trade which will allow him to secure a fulltime job. 

Vocational rehabilitation on a national scope is only in its 
beginnings in the United States. It is being administered, in 
accordance with a law adopted in 1943, by the office of Voca- 
tional Rehabilitation—a sub-agency of the Federal Security 
Agency—in cooperation with the Federal and State Govern- 
ments. Efforts also are being made to evolve a Federal 
programme whereby the families of tuberculosis patients would 
receive adequate subsidies. At present, payments to dependants 
of tuberculosis patients, under a plan financed by state and 
federal funds, vary among the various states fom 21 dollars 
to 89 dollars a month. 

Public health authorities say that by United States living 
standards even the larger amount is inadequate. They aim 
to make rehabilitation in tuberculosis a Federal concern. In 
Denmark, they point out, national subsidy carries the patient 
and his family through the entire period of treatment, vocational 
training and restoration to full earning capacity. A similar 
policy is currently being adopted in Great Britain. 

Control Methods Widely Adopted—In spite of their 
shortcomings, United States methods of tuberculosis control, 
particularly its case-finding techniques have aroused the interest 
of other nations, where many of those methods are being 
adopted. Mass radiography units were set up in clearing 
centres for displaced persons of the war-torn countries. A 
medical officer of the Tuberculosis Control Division of the 
United States Public Health Service was assigned to UNRRA 
to help carry out the work. 

The training courses conducted by the Division for its 
own medical officers, were attended by foreign physicians from 
many countries, including China. In the Philippine Islands, 
where tuberculosis has become a serious problem, the Division 
has assigned on American-born Chinese medical officer and 
mass radiography equipment. 

Even though the war-ravaged nations of the world face an 
almost overwhelming tuberculosis problem, they are in a better 
position to do something about it than was possible 2 years 
ago. First of all there is media for mass health education 
such as radio and motion pictures. In South and Central 
America, for instance, where tuberculosis is widespread, Walt 


' Disney pictures are currently being shown with good results. 


The pictures, produced in cooperation with the United States 
Department of State, consist of combination, live-action and 
animation. They explain fundamental rules of hygiene and 
even the illiterate can enjoy and understand those pictures. 

The venture represents only one phase of a vast public 
health and sanitation programme that, since 1942, has been 
carried out throughout the Western Hemisphere with the 
financial and technical assistance of the United States 
Government. 

Another international effort, but this time on a world- 
wide basis, to intensify the fight against tuberculosis will be 
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made during the Conference on International. Health Problems 
in June. Site of the Conference has not yét- been announced, 
but it will likely be in Europe. Here the nations of the world 
will pool their knowledge of public health, so that all can be 
informed of those methods in the prevention and control of 
tuberculosis which, through a slow and painful trial and error 
process, have been found to be the most effective—Calcutt 
Municipal Gaz., 44:36, 1946. 


XIII ANDHRA MEDICAL CONFERENCE 


The XIIIth Andhra Medical Conference will be held at 
Ellore (West Godavary District, M.S.M. Railway)’ on 16th 
and 17th November, 1946. Col. D. S. Raju, m.R.c.p. (LONDON) 
presides over the Scientific Section and Dr. M. V. Krishnarao 
is the President-elect of the Conference. The programme 
includes a Scientific and Health Exhibition, reading of scientific 
papers and case reports, and entertainments. 


XXIII ALL-INDIA MEDICAL CONFERENCE 


The 23rd All-India Medical Conference will be held in 
the historic city of Madura during the christmas week 1945 
in the Madura College buildings and grounds. An exhibition 
of pharmaceuticals and allied products is also being held during 
the conference. The conference will be in sessions for four 
days. Leading members of the medical profession are expected 
to read papers on interesting subjects. 


Madura is an ancient city famous for its temples, buildings 
and learning. It is symmetrically built round the famous temple 
of Sri Meenakshi Sundareswar. From times which may be 
styled historic the Pandyan Dynasty has been known to hold 
sway over the Tamil Nad of Madura, Tinnevelly country. It 
was in the court of the Pandyas (the 4th King Ugra-Peru- 
Valuti) that the most famous Tamil Poet Tiruvalluwar sang 
his Kural in the presence of a brilliant assembly of 48 poets 
and the well-known Tamil Poetess Avaiyar thrived. The 
Pandyan line continued with great splendour during the 13th 
and 14th centuries, the kingdom extending from Quilon to 
Nellore. Marcopolo refers to it as ‘the greater Indies’, ‘the 
Best of al Indies’, and indeed as ‘the finest and noblest province 
in the World’. 


The greatest of the Nayakkhans was Thirumalai of 
glorious memory who ruled for 36 years (1623-59) and to his 
taste for the magnificence we owe the existence of the Great 
Palace (much of which was subsequently removed to Trichino- 
poly by his grandson, who changed his capital), the beautiful 
temples the Pudumandapam, the Tamakam etc. Rani Mangam- 
mal who was queen regent for 15 years (1689-1704) added to 
the renown of Madura by her great charities and greatness of 
administration. She is remembered as a maker of roads and 
avenues and a builder of tanks and choultries. 


Local excursions will be arranged to see the mills, 
Sri Meenakshi Temple, Mahal and Vandur Teppakulam. 
Excursion to Rameswaram and Cape Comorin which are about 
6 hours distance from Madura will be arranged. 


All are requested to attend the conference, and the date of 
their arrival should be intimated to Dr. A. K. Rajagopalan, 
Hony. General Secretary of the Conference, at 65 Naicker 
New Street, Madura (S. India) before 20th Dec. °46, 
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CORRESPONDENCE 
The Editor is not responsible for any views 
expressed by the contributors 
MUSHROOM OPHTHALMOLOGIST— 
WHERE ARE YOU? 


Sm—We see advertisements on free sight testing and 
supply of glasses on easy terms in optical department stores, 
jewellery shops and even in mechanic shops. (repair shops for 
frames etc.). 

Lay people led by these and various other enticements go to 
them leaving aside expert advice only due to ignorance. They 
do not know that the Code of Ethics in every civilized country 
does not allow free advertising, and in our country law helps 
these people carry on quack practice and allow them to be 
called ‘Doctors’. 

In advanced countries like America they have started a 
campaign against even the optometrist “who is allowed by law 
to test eye sight and prescribe glasses, but not to use drugs 
or to operate’. An oculist or ophthalmologist is a graduate 
physician who specializes in the eye. He can examine, 
prescribe glasses and treat all troubles relating to the eyes. If 
we go along the Bowbazar Street, we find people, not even 
optometrists, advertising intensively to draw public attention. 
They call themselves specialists for consultation about all. eye 
diseases. People are lured by their highly effective commercial 
salesmanship as they are in every sphere of life and what is the 
result? 

The dimness of vision may be for various conditions and 
I know of cases of glaucoma and optic nerve troubles to have 
suffered from total blindness but for early treatment. 


In our country we may say like the great American doctor 
(Dr. D. R. Paine) “Throughout the past 30 years, during 
which time both commercial and professional optometry have 
carried on under the same title, the growth of the professional 
group with its advanced education and improved standards of 
practice has not shifted the expansion of the commercial 
racketeers whose tentacles penetrate every city and hamlets 
of any size.” To end this two relevant proposals can be 
made :— 


(i) Opening optometric education centres in line with dental - 


colleges (ii) stopping sale of spectacles as a business without 
a certificate from a professional oculist. 

This part of the medical education have so far been oath 
neglected. in medical schools not only in our country but also 
in. the most civilized countries of the world. In America “the 
International Board of Optometry found a total of 30 American 
optometric schools, but considered 16 of them worthy of 
inspection” and recognised only eight under the state laws. 

Dr. Roger William Reis says, “unlike medicine, optometry 
is a strictly undergraduate study, when the optometrist finishes 
his formal training, the medical student is usually just 
beginning his.” 

_ In America, New York State, where the educational 
requirements have been a model, recognises only three 
Universities of America. It is a pity, a decline in the profes- 
sional ideal is evident in the mass of practitioners who are 
entering our profession today helping the parasites to grow 
on them. Even in the heart of big cities, not even medical, 
ordinary college students, non-qualified compounders and 


quacks are practising like doctors being associated with dis- 
pensaries, not only among a class of ignorant population but 
even in the polite educated society. 

There are not many qualified practitioners and to the 
public both optometrists and eye physicians are necessities—this 
is true (in villages only) but should parasite practitioners be 
allowed to grow yet to stiffle the actual profession. 

Kumares CHANDRA BANERJEE, M.B., 
Late Sr. H. P. 
Carmichael Medical College Hospital. 


Calcutta 
20-7-46. 


NUTRITION VERSUS DISEASE AND DOCTORING 


Sir,—Greater the nutrition less the disease and doctoring. 
Eighty per cent of diseases are entirely due to lack of. calcium 
and well balanced diet which means plenty of milk and ghee. 
Milk is the richest source of assimilable calcium, ghee and 
butter so widely prescribed to tubercular, anemic and rickety 
patients. Therefore to increase milk supply effectively and 
quickly, immediate attention should be paid to the following 
by our popular regime. 

(1) Retention of slaughter control order after the lapse 
of D.I.R. in September 1946, for a reasonable length of period 
to make up the fall. of cattle population from thirty to fifteen 
crores during the last six years of war. Amendment of 
Slaughter Control Order to restrict slaughter of heifers which 
are sources of future generation and if they are slaughtered, 
the cattle population can never reach the prewar level. 

(2) Total prohibition of export of hide, leather, shoes and 
animal fat to foreign countries as it encourages slaughter of 
even milk animals due to the high price it fetches. Seventy per 
cent of slaughter is not mainly for meat consumption but for 
lucrative trade in leather export, finished products of which are 
sent back to India for fancy prices. 

(3) Ban on manufacture of soap and other diepeissbie 
articles from animal fat. This is bound to discourage slaughter 
for trade on animal fat. 

(4) Free and extensive pasture lands in all villages and 
suburbs of cities to encourage cattle rearing and eliminate 
slaughter of dry young animals which are sold out to butchers 
as people cannot afford to feed them till animals become wet. 

(5) Ban on purchase of Binaula by Banaspati mill 
owners as Binaula feeding to animals increases ghee content 
of milk. Non-restriction on movement of oil cakes. 

(6) Development of ghee industry with gradual switching 
over of Banaspati mills to the manufacture of soap and other 
non-edible products. - 

Side by side with above, fruit development too deserves 
encouragement: by :— 

(4) Plantation of fruit trees as mangoes, jamun, mahwa 
etc., along roads, in zoos, public gardens etc., instead of wild 
and useless trees planted so far. Plantation of fruit trees can 
go hand in hand with the scheme of construction of masonary 
walls. 

(%) Ban on cutting of green fruit trees for fuel as has 
been the practice for the last four years. Immunerabie trees 
were:cut down during aerodrome constructions. 


Pandariba, Lucknow 
7-8-46 V. Natu, 
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ABOLITION OF MEDICAL SCHOOLS 

Sir,—I have been feeling an urge within myself to give 
vent to my views on this subject. 

I have been reading with keen interest the growing 
enthusiasm on the part of medical men, both graduates as well 
as licentiates in putting an end to the medical schools all over 
India and. substituting them with medical colleges. Whatever 
the motive behind this may be, the idea, indeed, is laudable 
but I would humbly like to submit my views as under. There 
can be only two ideas behind (1) efficiency in treatment 
(2) raising of status and position, and both these are inter- 
dependent. 

From the evolution of the world up to the present day 
there has never been one grade in nature, any Society and 
even in the development of our body tissues. The middle class 
or stage (transitional) has always been there and if I mistake 
not, the middle class would always remain and is indeed 
needed as a transitional stage for the further development of 
science. 

You will agree with me that the medical licentiates have 


been the back bone of medical profession in the country. It 


can never be denied that the licentiate were the only persons 
who have helped the nation times without number in times 
of need so far as the western system of treatment was con- 
cerned. The graduates are the recent products of development, 
who are at present few and far between. Efficiency as we 
all know does not go by degree. Many graduates prove a 
failure in private field and many licentiates prove successful 
and vice versa. So far efficiency is concerned some thing else 
is the criterion. I think efficiency depends upon special apti- 
tude, knowledge, tact, and intelligence and practical application, 
of the theoretical knowledge in the right direction. When the 
scientific medical education was introduced in India only middle 
class and then the Matriculates were thought to be eligible 
for the licentiates course of studies and there were few colleges 
in existence then. The minimum and the maximum standard 
of education was Matriculation which was thought enough for 
assimilation of knowledge imported then in medical schools. 
It was made the best use of by the licentiates and many talents 
amongst them have remained unsurpassed. It must be admitted 
on all hands that the medical schools upto this day have been 
giving an opportunity to the deserving and desiring young 
men, placed in middle class and lower class of economic 
standard of life and society and whose financial circumstances 
were not enough to go up for higher college studies. Indian 
Society is divided and subdivided into various strata from 
economic stand point. Middles and the lower class deserves 
to be encouraged and given an opportunity to improve their 
lot and standard. It looks obviously quite absurd to think 
that there should be only medical college education in the 
country, which would be rigidly restricted for the upper and 
rich class of people only. 

Every person has a right to rise, and develop the natural 
resources gifted to him and seek his proper place and position 
in the world. This is only possible if opportunities are thrown 
open to all equally, otherwise many would be towering 
personalities and gems would not see the light of the day and 
for this injustice and high-handedness, our learned friends 
would be responsible and stand condemned before the bar of 
the world. Knowledge and service, intelligence and success 
should not be made the monopoly of the limited few. It 
would be very difficult for the highly qualified men (degree 
holders) to identify themselves with the poor sufferirig masses 
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unless of course such men are exceptionally selfless and service 
and sacrifice is their motto. Such persons are few and can be 
counted on fingers. In private practice medicine is the most 
important part. We know that, the Allopathic materia medica 
is not enough to meet the growing need. Col Chopra has 
rightly laid stress in his inaugural address December ’45 that 
it is not the diagnostic part of the disease that the people are 
much concerned with but it is the treatment part of it that they 
are mostly concerned with and is important. For this reason 
research work in our ancient medical works (Unani and Ayur- 
vedic systems) is badly needed. This part of the work may be 
done in colleges. Since all doctors cannot expect to become both 
good physicians as well as surgeons. 

Every one has a special choice, majority tend to become 
physicians and for this the knowledge imparted in medical 
schools does not fall short, and this has been proved by the 
facts that many efficient physicians have emerged out of the 
licentiates class. If in the competitive field graduates would 
have proved their superiority in any way, then there was 
some reason to believe it. If more emphasis is laid on estab- 
lishing and limiting medical education to colleges only then 
it would mean that the middle and the lower class people, who 
naturally deserve all considerations and encouragement are 
deliberately meant to be kept back in their respective places 
for centuries and this would amount to sheer injustice. Justice 
demands that all people be given equal opportunity for progress 
irrespective of their social, religious and economic standard. 
Otherwise many prospective luminaries, would not see the light 
of the day for want of opportunities. 

I do not at. all discourage the idea of having a higher 
standard of education. It is in the fitness of things that we 
should have it now, as the world has progressed considerably. 
In my view the higher standard of education be given by 
stages and the degree course be thrown open without any 
reservation to the licentiates who are keen to have it. In 
private practice licentiates as well as graduates sail in the 
same boat and it is in Government service only that the 
superiority complex is assumed by the degree holders. 

Medical education is intended for the medical relief to 
the masses in general. The medical relief is quite efficiently 
given to the suffering masses by the licentiates more than the 
graduates. It is given by the Hakims and Vaids and quacks 
also. It does not stand to reason how by giving only degree 
education, the superior and more efficient service to the masses 
can. be ensured on the face of the facts that majority of the 
people believe and take recourse to Ayurvedic and Unani Systems 
of treatment. 

Higher education would bring with it higher pose of life 
and the middle and lower class of medical men can identify 
themselves with the toiling and suffering masses as they 
belong to that class but the higher and rich class of people 
with college education would not stoop down even to sympathise 
with the poor for they cannot feel for a thing which they 
have not tasted and suffered. It is but human nature. There 
may be exception in this as well but exceptions do not cut 
any ice. 

I feel extremely sorry at the callousness and silence of 
my licentiate friends who have not cared to raise the voice 
in the matter and fell in line with graduates. My highly 
placed brothers seemed to have viewed this problem from 
their angle of vision and have neglected the other and real side 
all together I would like to draw their attention to the require- 
ments of the middle and lower class people. It is hoped that 
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they would find some other solutions and not dub the lower 
and middle class as nondeserving and monopolise all the best 
for the high class family, just as the people did in the early 
days of evolution of society. 


This is indeed a more progressed world than before... It" 


is admitted that we want to keep pace with the progressive 
world, but before introducing higher reforms it would be wise 
and proper to infuse higher education in the masses in their 


right perspective. Masses steeped in ignorance and brought. 


up in the eastern system cannot understand the significance of 
the western line of treatment unless modern education is 
infused unto them to a reasonable degree, and unless the 
mass think and feel that the western system of medicine is 
the best of the whole lot and is within their economic means. 
The production of degree holders would not prove very useful. 
The common people need and seek cheap and efficient remedies 
and whosoever claims to give it is acceptable to them. 

It is for this reason that quacks, hakims and vaids and 
compounders doing private practice flourish these days very 
well and there is nothing at present to prevent them from 
doing so. Mass education and awakening in this respect is 
the first thing to be considered before setting forth any scheme. 

We are out for Medical Swaraj and if in achieving it we 
lay as our objective to wipe out the middle and the lower class 
interest from the medical field then this medical Swaraj would 
be worth nothing and on the contrary it would tantamount to 
a monopoly of the fortunate few. I would appeal to all my 
top-ranking medical brothers to think from others’ angle of 
vision and decide accordingly. 

Saugor, C.P. Asput Aziz 
July, 1946. Asstt. Medical Officer. 


WORK BEFORE THE CONSTITUENT ASSEMBLY— 
A DEMAND FOR PROFESSIONAL REPRESENTA- 
TION IN LEGISLATURES 

Sir,—The First Orissa Provincial Medical Conference on 
the 3rd March, 1946 adopted a resolution demanding functional 
representation of the professional classes of the country in 
the future legislature. The conference recommended to the 
Head Quarters of the Indian Medical Association to take up 
matters with the Constituent Assembly to ensure professional 
representation particularly for the medical profession in the 
future constitution of the country. The resolution is a unique 
one. No professional body in India has yet claimed pro- 
fessional representation in the Legislature. No other provin- 
cial medical conference nor even the All-India Medical Confer- 
ence has yet put up this claim of professional representation 
through professional constituted constituencies. It seems that 
Orissa is first to press for this type of representation. 

The ideology which prompted the sponsor of this proposal 
needs a little examination and elucidation. As a theory of 
state, professional representation has long been known. The 
principle is recognised in ‘corporate state’ and ‘guild socialism’. 
The Fascistic Italy at least theoretically introduced this system 
in the state-craft but strangled it from the beginning by 
superimposing the dictatorship of a single individual. No- 
where it has been given a fair trial, 

In the theory of state and practical politics, democracy is 
universally accepted. But it is increasingly felt by all pro- 
gressive thinkers that the prevailing Parliamentary Demo- 
cracy as evolved in the Western European Political Philosophy 
based on territorial representation has already outlived its 
ufiiry, Tt has signally failed to ensure free democratic repre- 
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sentation of the people—the masses in the authoritative organs 


of the State. It has produced mass psychological corruption, 
Governmental instability and inefficiency. “It has produced upon 
both sides of the Atlantic, big, stupid and corrupt party 
machines” (Wells). 

In recent times there has been phenomenal advance in 
technical skill, in professional techinque in all branches of 
human knowledge. The -territorially constituted constituencies 
contain diverse elements of national life in different degrees of 
development and class ‘consciousness. The representatives 
elected by such constituencies are incapable of appreciating 
the needs, grievances and aspirations of different professions 
nor can they be expected to legislate efficiently and effectively 
in the highly developed technical matters of professional 
interest. Territorial constituencies are lifeless geographical 
entities. Religious and sectarian groupings are irrational and 
unreal. Economic division into upper, middle and lower 
classes, employers and employees, landlords and tenants is sub- 


versive of social equity. Representation through constituencies 


devised on these considerations cannot express the true 
national will. In a state where every individual is a worker, 
the different professions constitute the functional elements of 
national life. Thus the representatives elected by profes- 
sionally constituted constituencies are expected to voice more 
truly the opinion of the people—the active field workers in 
actual touch with the national life. They are better fitted to 
legislate more effectively in their respective professional fields 
and manage the work of execution more efficiently. The ideal 
would therefore be the formation of multiple Professional 
Parliaments elected by professionally constituted constituencies 
and a co-ordinating Parliament elected by the Professional 
Parliaments. But in the present state of inadequate profes- 
sional consciousness and in the absence of efficient professional 
organisation, it is impossible now and for some time to come 
to put this ideal into practice. The principle of professional 
representation may however be accepted and an interim pro- 
vision of adding professional representation to the existing 
legislatures should be devised. Pending development and 
definition of different national professions in course of time, 
such professions as of doctors, lawyers, teachers etc. which are 
already well recognised and well defined should be given 
immediate representation in the Legislatures provincial and 
central. Doctors have already provincial registers and it would 
not at all be difficult to compile voters’ list for a medical 
constituency. Provincial and district registers can easily be 
compiled for the teachers and lawyers. 

Human affairs all over the world particularly in India are 
in the melting pot. Far-reaching events are marching on 
very rapidly. The Constituent Assembly has been charged to 
devise a constitution for India. It is now for the self-conscious 
professional elements of the national life to bestir themselves. 
Their leaders and organisations should contact leaders of public 
opinion and different political parties and press on them and 
the Constituent Assembly to accept the principle of professional 
representation in the future constitution of the country and 
to provide for immediate representation of well organised 
National professions in the Legislatures. The constitution is 
expected to be sufficiently plastic to accord professional repre- 
sentation to other professions as they get organised and 
recognised in future. It is time for the leaders of the Indian 
Medical Association to move quickly in the matter. 

Bhadrak G. C. PaTraANayak 
20-8-46 
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